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PANEL DISCUSSION ON URINARY OBSTRUCTION* 


Moderator: CuarLes C. Hiaeins, M.D., Chief, Department of Urology, The Cleveland 
Clinic Foundation, Cleveland, Ohio. 

Panelists: GRAYSON CARROLL, M.D., Associate Professor of Clinical Urology, St. Louis 
University, School of Medicine, St. Louis, Missouri; ORMonD 8S. Cup, M.D., Associate 
Professor of Urology, University of Minnesota Graduate School, Rochester, Minne- 
sota; Rupin H. Fiocks, M.D., Professor of Urology, State University of Iowa, College 
of Medicine, lowa City, lowa; Wiii1aM L. VaLk, M.D., Professor of Urology, Univer- 
sity of Kansas, School of Medicine, Kansas City, Kansas. 


MoperaTtor Hieains: Obstructions of the urinary tract assume considerable 
importance at present and will in future years be more important because of 
the increased span of life. Numerous problems could be discussed, but we shall 
attempt to cover those that confront the general practitioner and general surgeon 
in daily practice. 

I shall direct the first question to Dr. Flocks. What conditions are likely to 
produce urinary obstruction in the aged? 

Dr. Fiocks: A great gamut of conditions may produce obstruction in various 
portions of the urinary tract in both aged males and females. The most common 
one in the male is prostatism. Others are stricture of the urethra, neoplasm of 
the bladder with fibrosis, neurogenic bladder, carcinoma of the bladder, calculi, 
and congenital obstructions. We have noted that the latter may not be mani- 
fested clinically until later years. Inflammatory and neoplastic processes from 
outside the urinary tract may invade various portions of it. Carcinoma of the 
cervix may serve as an example. The ureter may also be involved. 

Moperator Hiaains: How often is stricture of the urethral meatus observed 
in women? 

Dr. FLocks: Frequently, in older women. 

Moperator Hiaains: Dr. Valk, what is meant by prostatism? What is the 
frequency of its occurrence? 

Dr. VALK: Prostatism is the name given to that group of signs and symptoms 
incident to obstruction at the bladder outlet. These signs and symptoms include 
increased frequency of urination during the day and during the night, decrease 
in size and force of the urinary stream, and effort on voiding. It is estimated 
that prostatism eventually develops in approximately 25 per cent of all males 
over the age of 50 years. 

Moperator Hiaerns: Do you believe that in considering nocturia it is of 
value to elicit a history of the amount of fluid intake before retiring, such as 
whether the patient drinks a bottle of beer at night? 


*Conducted at the Annual Meeting of the American Geriatrics Society, Chicago, May 
3-4, 1956. 
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Dr. Vauk: In the absence of excessive fluid intake at night, nocturia of two 
or three times usually indicates obstruction or irritation of the bladder outlet. 

Moperator Hiaeerns: Dr. Carroll, does an enlarged prostate palpable on 
rectal examination imply the presence of prostatism? 

Dr. Carro.i: It implies prostatism but the prostate may just be enlarged. 
It doesn’t necessarily mean that the patient has prostatic obstruction. However 
in the majority of cases in which an enlarged prostate is felt, questions in regard 
to symptoms should be repeated in order to be certain that the patient does not 
have prostatism. That is because a prostate that extends into the rectum rarely 
fails also to impinge upon the prostatic part of the urethra. 

Mopgerator Hiaerns: Dr. Valk, we are aware that men with obstructive 
symptoms may or may not have residual urine. Should patients with obstructive 
symptoms, such as decrease in force of the stream or nocturia, be checked rou- 
tinely for residual urine, or have a cystoscopic examination? 

Dr. VaLk: No. The diagnosis of prostatism can usually be made from the 
history and physical examination. If there is some question as to the diagnosis, 
a panendoscopic examination can be made to confirm or deny the presence of 
prostatism. It must always be borne in mind, however, that instrumentation 
of the urinary tract may cause severe infection. 

Moperator Hiaarns: If you wished to determine the infective organisms in 
a person with mild obstructive symptoms in whom 1 ounce of residual urine 
might be anticipated, how would you secure the urine if you did not wish to 
catheterize the patient? 

Dr. VaLK: I would wash the glans penis carefully with a little alcohol, have 
the patient void into a sterile bottle, and send the specimen to the laboratory 
for culture and sensitivity studies. 

Moperator Hiaerns: Dr. Culp, when the bladder is palpable, how much 
urine must it contain? When, if ever, is intermittent catheter drainage indicated? 
How long may the indwelling catheter be employed? What are some of the com- 
plications that may arise? 

Dr. Cup: The normal capacity of the bladder is 1 pint. To be palpable, there- 
fore, the bladder must contain 400 to 500 cc. Thus, with any type of bladder, 
the findings on palpation will suggest whether or not the normal capacity is 
being exceeded. 

Intermittent catheterization is indicated only when an indwelling catheter is 
not tolerated, either because of unusual sensitivity of the urethra or persistent 
severe bladder spasms despite the use of antispasmodics. 

An indwelling urethral catheter can be tolerated indefinitely provided good 
urethral hygiene is maintained, a catheter of small caliber is used, and the cathe- 
eter is changed frequently, 7.e., every three or four days. 

The most common complications are infections, which may occur in any of 
these patients. They all have some degree of urethritis, but it may be severe 
enough to cause cystitis and even periurethral abscess formation. I have seen 
many patients with such abscesses because of neglect in care of catheters. Acute 
prostatitis is not uncommon and it may lead to prostatic abscess. Epididymitis 
is one of the more obvious complications. 
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I should like to digress a moment on the question of nocturia. It behooves all 
of us to distinguish clearly between true nocturia, which means awakening be- 
cause of an intense desire to urinate, and the inevitable need to empty the bladder 
before the man with insomnia is able to go to sleep. 

Dr. Fiocxs: Dr. Culp, do you think that a patient who has a bladder con- 
taining 1,000 or 1,500 cc. of residual urine, without infection, and who must 
urinate frequently with a volume of only 50 to 60 cc. of clear urine, presents a 
special problem from the standpoint of an indwelling urethral catheter? I refer 
to slow decompression. 

Dr. Cutp: I believe in occasional slow decompression, but I think that the 
need for intermittent catheterization is rare. 

Dr. Fiocks: I asked the question because I believe that, particularly if there 
is infection, patients will fare better if they undergo gradual decompression 
over a long period of time. In a large percentage of patients, the sudden emptying 
of a bladder that contains 1,500 cc. of residual urine is associated with bladder 
spasm. Hematuria, if present, is difficult to control. I have seen this situation 
so many times that I believe it wise to empty the bladder slowly. 

Moperator Hiaerns: Dr. Flocks, how do you care for the tubing that con- 
nects the catheter to the bottle under the bed? Do you change it often? Is it 
sterilized? 

Dr. Fiocks: We obtain tubing from a sterile set. If the urine is sterile, the 
tubing will require changing less frequently. 

Moperator Hiaearns: Dr. Flocks, will you please outline the role of intra- 
venous urography, cystography, urethrography, and cystoscopy in the investiga- 
tion of the patient with prostatism. 

Dr. FLocks: Intravenous or excretory urography plays an important part in 
the investigation of the patient with suspected prostatic obstruction. There is, 
of course, slight danger of a reaction to the drug used for intravenous urography. 
Some patients are allergic. In them, one should hesitate to use intravenous 
urographic agents. This is also true when there is clinical evidence of severe 
renal insufficiency, the patient has lost weight, the appetite is poor with possibly 
some nausea, and when upon objective examination there is a large bladder. 
Patients with severe renal insufficiency should not have an intravenous urogram 
before other renal function tests have been performed. 

In ordinary prostatism, it is possible to use intravenous urography almost 
routinely, and it has many advantages. It yields information as to renal function, 
and the ureter and kidney pelvis will be outlined on the film. It also furnishes 
information about back-pressure effects in the bladder, such as trabeculation, 
diverticula, and ureteral reflux—all of which are important in assessing the 
condition of the patient. It provides the same information as a retrograde cysto- 
gram. It is a less meddlesome examination, in that it can be performed without 
instrumentation and without the use of a catheter or cystoscope, which in the 
presence of an obstruction is a severe and a serious maneuver and should only 
be carried out when one is ready to hospitalize the patient. 

Cystography, urethrography and cystoscopy in conjunction with an intra- 
venous urogram will yield much more information about the distortion of the 
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urethral region in prostatism. The back-pressure effect in the bladder may aid 
in the differential diagnosis when carcinoma and paralysis of the bladder must 
be considered. 

Dr. Cup: I should like to add a word about the excretory urogram. A large 
filling defect at the base of the bladder does not always represent an enlarged 
prostate gland. This may be due solely to incomplete filling of the bladder. 

Moperator Hiaarns: Dr. Flocks, in patients who have had an obstruction 
over an extended period of time and in whom there is an elevation of the concen- 
tration of nitrogenous products in the blood, would you consider a high blood 
urea nitrogen level as an indication for caution in the performance of the intra- 
venous urogram? Consider first the elevation of the blood urea nitrogen level, 
and then consider fatalities that have occurred when intravenous urography was 
performed in patients with poor renal function. 

Dr. Fiocks: Yes, I would consider the elevated blood urea nitrogen level as 
an indication for caution, but not as an absolute contraindication. 

Moperator Hiaarns: Dr. Carroll, what organisms are commonly found in 
the urinary tract in elderly people? 

Dr. Carrot: The results of our study of 3,000 organisms furnish an idea of 
the frequency of occurrence of the different types. The organism most frequently 
seen is Escherichia coli. Second is Pseudomonas. E. coli constitutes 25 per cent 
of the organisms, Pseudomonas 21 per cent, E. intermedium 11 per cent, and 
Proteus (which has become prominent lately) 10 per cent of the organisms found 
in the urinary tract. Staphylococcus constitutes 8 per cent, and micrococcus albus, 
hemolytic staphylococci and aerobacteraerogenes, 5 per cent each. In some areas, 
these percentages may be higher. Streptococcus fecalis (enterococcus) constitutes 
5 per cent, although the percentage in younger patients is higher. The paracolon 
bacillus constitutes about 3 per cent of the organisms. In elderly patients in our 
series, streptococci constituted a rather small percentage of the organisms found. 
The percentage varies according to whether or not such conditions as dysentery 
or respiratory-tract infections are present. 

Moperator Hiaarns: Your figures indicate that there has been an increase 
in the number of Pseudomonas and of Proteus infections. How do you explain 
that? 

Dr. CARROLL: It is explained by the indiscriminate use of antibiotics—giving 
them prophylactically, and for such conditions as virus infections—so that resist- 
ance has developed for many organisms with survival of the resistant strains. 
In our study of the first 1,000 organisms, only about 12 per cent were 
Pseudomonas. In the antibiotic age, the proportion of Pseudomonas is about 20 
per cent. Proteus previously constituted about 5 per cent and now it is about 
12 per cent. These are resistant organisms and harder to overcome. E. coli, in- 
stead of constituting 30 or 35 per cent of the total, has dropped to 25 per cent, 
because E. coli infections are readily inhibited. This should serve as a warning 
to use antibiotics only when they are definitely indicated and to make cultures 
in cases of persistent infections. 

Moperator Hicarns: In a patient who has a urinary-tract infection with 
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superimposed prostatism, do you anticipate as prompt relief of symptoms as 
occurs in ordinary hypertrophy? 

Dr. CARROLL: No, prompt relief cannot be anticipated. An antibiotic agent 
is indicated. Furadantin is a good drug to use, because a large part of it is excreted 
in the urine. 

Moperator Hiaarns: Dr. Flocks, we have discussed the local examinations 
necessary to ascertain the cause of obstructions. In considering the differential 
diagnosis of urinary-tract obstruction, are gastro-intestinal symptoms ever 
observed in the older patient with prostatism? 

Dr. Fiocxs: As mentioned earlier, they are frequently observed in cases in 
which severe renal insufficiency has ensued as a result of urinary-tract obstruc- 
tion. In fact, we have seen many instances in which the original diagnosis was 
carcinoma of the stomach because of rapid loss of weight, nausea and vomiting 
associated with severe renal insufficiency. Occasionally, ureteral reflux and the 
presence of a stone or a large diverticulum may produce abdominal pain that 
simulates intra-abdominal, intraperitoneal, or gastro-intestinal disease. I have 
seen diverticulitis of the bladder with severe infection in cases in which such an 
initial diagnosis was made. 

Moperator Hiaarns: In elderly persons with pronounced obstructive symp- 
toms, we might also think of the possibility of gastro-intestinal symptoms being 
a part of the uremic or pre-uremic state. 

Dr. Fiocks: That is right. It must be emphasized that some persons may have 
few urinary symptoms, may not claim to have difficulty urinating, and may not 
have frequency of urination or nocturia. The condition may have developed so 
insidiously, and the patients may have so few symptoms referable to the bladder 
or prostate that they do not realize the presence of disease. 

Moperator Hiaatns: Neither should the gastro-intestinal symptoms be 
attributed to uremia. We must also think of a co-existing carcinoma of 
the stomach. 

Dr. Valk, is there an accepted medical treatment for prostatism? 

Dr. VaLK: There is no accepted medical treatment for prostatism. At one 
time, it was thought that stilbestrol might be useful in controlling the develop- 
ment of benign prostatic hypertrophy, but it is now believed to be entirely useless 
and perhaps even harmful in some patients. 

Moperator Hiaerns: Dr. Culp, I have been perturbed for some time about 
the promiscuous administration of male hormones to increase sexual vigor in 
men over the age of 45 or 50 years. Do you believe male sex hormone is contra- 
indicated? Do we have evidence that there is a male climacteric? 

Dr. Cup: You are perturbed, and I am rabid on this subject. One of the 
serious miscarriages of justice in therapy has been the indiscriminate and illogical 
administration of androgens to the man who is a little bit ‘over the hill.” Ad- 
mittedly, we have little scientific knowledge as to any deleterious effect of the 
hormone, but circumstantial evidence is sufficient to contraindicate it. I have in 
mind a man I saw five years ago. He was 50 years old at the time. He had received 
testosterone daily for eight years. Further questioning showed that he had not 
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needed it, but some well-meaning chum had told him that he could enhance 
his libido and urged him to take testosterone as a general tonic. Upon arrival 
in my office, he had a nodule in the prostate that proved to be carcinoma. Car- 
cinoma in this man could have occurred solely because of the indiscriminate ‘use 
of androgenic substance. He also had gynecomastia and had to have both breasts 
amputated. He had received testosterone so long that it probably had upset the 
entire endocrine balance. I think we have to discourage the injudicious use of 
androgens because I have yet to be convinced that they have helped any normal 
man with impotence. 

The question of the male climacteric is still unsettled. Some elderly men tend 
to have emotional upsets and are benefited by small amounts of androgenic 
substances, but they have to be chosen carefully. I am not certain that even the 
urologists are astute enough to select them. This might be a place where endo- 
crinologists should collaborate with us in the selection of such patients. 

Moperator Higerns: Dr. Flocks, what is your opinion of the promiscuous 
use of androgens? 

Dr. Fiocks: I am about as rabid as Dr. Culp. Two studies were made in our 
clinic. In the first study, comprising 17 patients with proved carcinoma of the 
prostate, we tried to alter the hormonal balance to assist in the therapy of the 
carcinoma. As the result of administration of small doses of testosterone, 4 of 
these 17 persons showed definite clinical and chemical evidence of stimulation 
of growth of the neoplasm. The chemical evidence was marked elevation in the 
level of serum acid phosphatase. 

The second study was carried out by Dr. Warren Nelson and Dr. Emil Witschi 
in collaboration with our junior resident. They studied the use of gonadotropic 
agents in urinary-tract lesions and the use of androgens in aging males. Little 
evidence accumulated that age influenced the results of these particular studies. 
Dr. Culp has emphasized that our knowledge is limited, but there certainly was 
no objective evidence that there was a great change in these particular men. 

Moperator Hiaeerns: Dr. Carroll, what drug would you choose to overcome 
the various organisms isolated from the urinary tract in the presence of infection? 

Dr. Carro.u: The choice of drugs is an important subject. First, must there 
be a choice of drugs, or can one of the antibiotics be used for all infections? I 
have a positive answer. It has been definitely demonstrated that no one drug 
is effective against all of the strains of organisms found in the urinary tract. All 
of the strains of EZ. coli, for example, are not sensitive to, or inhibited by, one 
drug. 

When a culture has been made and the organism isolated, what is the choice? 
The colon bacillus is affected by almost all of the drugs. Therefore, a drug should 
be chosen that is least likely to permit the development of resistant organisms 
and to cause side-actions, and one that is well tolerated and not too expensive. 
A drug like mandelie acid or one of the sulfonamide preparations would be my 
choice. These drugs are usually less expensive than antibiotics. Pseudomonas is 
the organism we are most concerned about today, because of the rapid increase 
in its incidence. Few drugs can eradicate this organism. Polymyxin perhaps can, 
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but the reactions from polymyxin are severe. A neurotoxic agent may kill the 
organism, but will incapacitate the patient. We have found it best to use a combi- 
nation of Terramycin and streptomycin. The dosage is 250 milligrams of 
Terramycin four times daily, and 1 gram of streptomycin daily, provided kidney 
function is adequate. In the presence of diminished kidney function, the dosage 
should be reduced, because streptomycin will accumulate and may cause paralysis 
of the eighth nerve. For an elderly patient with a high blood level of nonprotein 
nitrogen, I would recommend half of this dosage of streptomycin together with 
Terramycin. In my experience, all except 12 of 85 patients with Pseudomonas 
infections responded well to this combination of antibiotics. 

Proteus infection is caused by the organism that splits urea most frequently. 
If, before a culture of the urine is made, the pH of the urine as determined daily 
or twice daily indicates constant alkalinity, the infection is probably caused by 
Proteus or a staphylococcus, because these organisms most commonly decompose 
urea. If it is known that a bacillus is present, treatment for Proteus can be started 
immediately. What is that treatment? Probably the best of the chemotherapeutic 
agents is furadantin. Achromycin is not effective in more than 5 per cent of 
Proteus infections. Chloromycetin is second best, Gantrisin and the sulfonamides 
follow, but Furadantin is by far the best drug. 

I should like to speak of coccal infections. First, in-erythromycin we have a 
drug that will do all that penicillin will do. It has been demonstrated in Boston 
and at the Mayo Clinic that only about 10 per cent of coccal organisms are now 
affected by penicillin, and that 80 per cent of coccal infections are controlled by 
erythromycin. The side-actions of penicillin are so severe as not to justify its 
administration, in view of the fact that only 10 per cent of coccal infections are 
overcome. 

Enterococcus or Str. fecalis isa difficult organism to kill. We rely upon Mandel- 
amine, which liberates formalin when it reaches the urine. 

Streptococcus hemolyticus is affected by erythromycin. Penicillin, if given, 
should be administered in large doses. 

Moperator Hiaains: Before you close your remarks, I should like to ask a 
question of extreme importance. Can any complications ensue following the 
administration of the “mycin” drugs that, if unrecognized, may lead to death 
of the patient? 

Dr. Carrou: Yes. Therefore, the “mycin” drugs should be given only for a 
definite purpose. Micrococci are killed by penicillin in only 10 per cent of cases. 
Enteritis may develop after the administration of penicillin, because resistant 
staphylococci then have an opportunity to grow. Many deaths have been re- 
corded in which the true cause was not recognized. Chloromycetin is a valuable 
drug and judicious use is justified. Blood counts should be made frequently while 
it is being administered, because of the possibility of agranulocytopenia. 

Moperator Hiaerns: What is the value of sensitivity testing? How would 
you treat a patient in whom the results of the sensitivity test were reported as 
positive? 

Dr. Carro.u: Sensitivity tests have become popular, and justifiably so. I 


pu, 

ce 
al 
se 3 
ts 
he 
of 
al 
id 
ie 
he 4 
O- 
Is 
| 
ne ! 
he 
of 
re 
hi 
ic 
le | 
1? ¢ 
I 
ig 
2? 
ld 
1s 
e. 
ly 
is 
se 
n, 


642 PANEL DISCUSSION Vol. V 


should like to delineate their limitations as the reason for giving certain drugs, 
I am in favor of isolating organisms and giving the drug indicated by the sensi- 
tivity test. The sensitivity test usually is performed by the dise method, which 
consists of nothing more than impregnating a drug on a small blotter 
and dropping it into a culture medium. The ring of inhibition is then read. It 
often happens that the discs are impregnated with a larger amount of drug than 
can actually be attained at any site in the body. The sulfonamides are notoriously 
unreliable as far as dise tests are concerned. The tube dilution test is now being 
carried out in many laboratories. 

The sensitivity test is not always the answer to the problem. If a drug is given 
by mouth or intravenously, there can be certain areas as in the fibrous wall of 
an abscess in which the concentration attained by the drug is not as high as 
that found in a disc, and therefore it will not be effective against the organism. 
One cannot rely solely upon the sensitivity test. It is used only as a guide to 
therapy. 

Moperator Hiaerns: How would you treat the patient when the laboratory 
report indicates drug resistance? 

Dr. Carrouu: A combination of drugs produces the best results. I mentioned 
previously that streptomycin and Terramycin have been effective in Pseudomonas 
infections. This combination has also proved effective against other organisms. 
The rule of symbiosis, that is, that the value of each drug is increased when they 
are used together, applies in these cases. Mandelamine, the combination of 
mandelic acid and methenamine, is also valuable in resistant cases. Mandelic 
acid makes the urine acid; methenamine liberates formalin. If antibiotics are 
ineffective, one can resort to neoarsphenamine in some cases. 

Moperator Hiaearns: Dr. Culp, will you briefly discuss the preparation of 
the elderly patient for operation. What constitutes a reasonably complete urologic 
evaluation of the patient? 

Dr. Cutp: I should like to digress a moment to emphasize what Dr. Carroll 
has said. I think that we cannot overemphasize the importance of the menace 
of micrococci. Staphylococcus aureus will grow uninhibited after the indiscriminate 
use of the tetracyclines. These staphylococci exude a potent toxin into 
the intestinal tract and can produce a potentially fatal enteritis. Furthermore, 
we are now seeing people with staphylococcal pneumonia which can be fatal. 
Unless drugs are found that can cure these infections promptly, deaths traceable 
to the tetracyclines will occur. 

As for preparation of the patient for an operation such as prostatectomy, I 
should like first to decry the fact that many physicians depend too heavily upon 
the laboratory sheet. It is high time that we recognized the importance of the 
age-old procedure, the physical examination. Many patients can be evaluated 
by careful examination. I do not mean merely palpating the prostate or bladder, 
but obtaining some idea as to whether or not the elderly patient has dyspnea, or 
pitting edema of the ankles, and the degree of arteriosclerosis that may 
be present. One should notice how alert the patient is. The texture of his skin 
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may indicate something to you. I have been impressed by the way elderly men 
shake hands. That may tell a great deal. 

The routine tests indicated are minimal. A urinalysis should be performed. In 
conjunction with it, a Gram stain of the urinary sediment may prove of more 
value than routine cultures, unless a good laboratory is available. 

Roentgenographic examinations should be made of the kidneys, ureters and 
bladder, but excretory or intravenous urograms are not routinely obtained on 
elderly patients. All should have roentgenograms of the chest. Blood studies are 
necessary, including blood urea and hemoglobin levels, and a white blood cell 
count. Serologic tests are definitely indicated. We obtain an electrocardiogram 
on all elderly patients, because we have found that about 50 per cent of patients 
with prostatism have some electrocardiographic abnormality. 

Then there are tests of renal function. At the Mayo Clinic, we think that the 
phenolsulfonphthalein test is of questionable value. 

We prefer to postpone cystoscopy in most instances until it can be performed 
in the hospital at the time of operation. 

As part of the preparation of the patient, anemia should be corrected. There 
is a distinct advantage in correcting anemia preoperatively rather than during 
an operation or after it. It is important not to keep elderly patients in bed long; 
otherwise, they deteriorate rapidly. Get them up, even if they have to carry a 
jug around with them. 

It is imperative to avoid excessive sedation. The use of barbiturates should be 
delayed preoperatively until the blood urea level has become stabilized. Its 
stabilization at a high level does not contraindicate operation. We have reported 
on one group of 54 patients in whom the blood urea nitrogen level ranged between 
100 and 200 mg. per 100 ml. Of these 54 patients, only 1 died postoperatively. 

Elderly patients do not tolerate digitalis as well as younger patients. If there 
is fibrillation, digitalis should not be used unless the pulse rate is extremely 
high. 

It is most important to see that the bowels are functioning properly. Some of 
the most disgruntled patients are those who have not had a satisfactory move- 
ment for several days because of an oversight during the preparation. 

If a patient needs intravenous fluids prior to operation, one should be exceed- 
ingly cautious about the amount of sodium chloride that is administered. Edema 
can develop if this is overdone. 

Like Dr. Carroll, we also bemoan the routine prophylactic use of antibacterial 
substances. There is no place for them routinely. The one exception is the man 
who has had rheumatic heart disease; these drugs may prevent bacterial endo- 
carditis. Ten years ago, practically all fatal bacterial endocarditis was due to Str. 
fecalis; now it is due to Micrococcus pyogenes, alias Staph. aureus. 

Other tests may be needed prior to operation, but they are chosen as indicated 
and not as routine procedures. 

Moperator Hicarns: Do you mean that age itself is a contraindication to op- 
eration? I should like to say most emphatically that it is not. 

Dr. Cuup: Absolutely no! Among 1,200 patients over the age of 70 years, we 
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have had a mortality rate of 1.6 per cent. Among 650 over age 80, we have 
had a mortality rate of 4.1 per cent. Thus, there is a calculated added risk in the 
older age groups, but it is not prohibitive, especially for the man who is unable 
to urinate. 

Moperator Hicerns: Is preliminary catheter drainage always necessary prior 
to operation on the prostate? 

Dr. Fiocks: No. Preliminary catheter drainage in patients with no evidence 
of renal insufficiency and severe back-pressure effects and without urinary-tract 
infection may prove deleterious and is unnecessary preoperatively. On the other 
hand, if gross infection is present with evidence of severe back-pressure effects, 
or if there is evidence of uremia, preliminary catheter drainage is indicated. 

Moperator Hiaarns: If preliminary drainage is recommended, what do you 
prefer—intermittent catheterization, suprapubic puncture, or indwelling cathe- 
ter? 

Dr. FLockxs: We usually use the indwelling catheter. However, if there is 
severe urinary-tract involvement with a great deal of infection and an enlarged 
prostate gland, if the general condition of the patient is poor, and if we wish to 
institute drainage for a long period, we use suprapubic puncture. 

I should like to return for a moment to one idea that Dr. Culp discussed. I want 
to emphasize the caution necessary in the administration of fluids. It is not a 
simple matter and requires the careful study of each patient. In some instances, 
the amount of renal damage is such that excess fluid, particularly sodium chlo- 
ride, may well overload the circulation and cause edema. On the other hand, 
partial renal damage in many instances results from back-pressure and is asso- 
ciated with a salt-losing type of reaction. Such a patient tends to have diuresis 
once catheter drainage is instituted. Until adequate fluids are instituted in these 
instances, the patient will have renal insufficiency on the basis of excessive loss 
of fluids. 

Moperator Hiaarns: Dr. Carroll, what are the major complications of pros- 
tatism? 

Dr. Carrouu: The many complications are the real justification for care of the 
patient with prostatism. The most outstanding is renal failure. The prime reasons 
for removing the prostate gland are obstructive symptoms causing back-pressure 
and the upsetting of electrolytic balance following renal failure, but other things 
also cause trouble. Infection is always a possibility. First, there may be infec- 
tion in the bladder; then urine may regurgitate to the kidney to cause pyelone- 
phritis which is difficult to treat. 

We must not overiook the fact that, when a man gets up four or five times at 
night, he causes a great deal more strain on the cardiovascular system than he 
would otherwise. Cardiac conditions grow worse because of insufficient rest. 
Pressure exerted in straining is also harmful to the cardiac system. Therefore, we 
at times see patients with heart conditions in whom an enlarged prostate is the 
underlying pathologic change. Sometimes a patient’s heart is not functioning 
properly, but the prostatic operation should be performed. It frequently can be 
carried out successfully. 


i 
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Then, there are complications of infection such as epididymitis. Frequently, 
there is diverticulitis. There also can be inguinal hernia augmented by straining 

on urination. According to the rule in our hospital, the surgeon seeing such a pa- 

tient refers him to the urologist for evaluation of the prostate prior to any opera- 

tion for hernia. The patient may have a recurrence of his hernia, if the condition 

of the prostate is not diagnosed. It is easier to remove the prostate first and then 

repair the hernia. 

Moperator Hiaarns: Dr. Valk, what do you consider the safest surgical pro- 
cedure in the patient with prostatism? 

Dr. VALK: There are four satisfactory operations for the correction of prosta- 
tism: perineal prostatectomy, retropubic prostatectomy, suprapubic prostatec- 
tomy, and transurethral prostatectomy. No one operation can be used to the 
exclusion of the others. In general, small prostates should be removed by trans- 
urethral resection. Larger prostates are probably best removed by an open 
procedure. Early carcinoma of the prostate should be treated by complete re- 
moval of the prostate and seminal vesicles. Extensive carcinomas of the prostate 
can only be treated satisfactorily by transurethral resection. The choice of opera- 
tion also depends upon the skill of the surgeon and the type of prostate involved. 
In our clinic, about 80 per cent of patients are adequately cared for by transure- 
thral resection. This type of operation also carries the lowest mortality rate in our 
clinic. 

Moperator Hiaarns: Do you believe that 75 per cent of patients with pros- 
tatism should be treated by transurethral resection? 

Dr. Fiocks: Yes. 

Dr. CarRoLL: That may be high as an estimate, but is nearly correct. 

Dr. Cup: We perform transurethral resection in an even higher percentage. 
It is largely a matter of the qualifications of the surgeon. 

Moperator Hiaains: Dr. Carroll, what are the causes of residual urine in 
women? What obstructive lesions are frequently overlooked? 

Dr. CarRrouu: One of the most common maladies in women past 50, 60 or 70 
years of age is constriction of the urethra. Stricture of the urethra can be caused 
by constant infection from vaginal secretions and is overlooked by many pa- 
tients. In the female, an early discharge is not observed, whereas in the male it is. 
In the male, the lower urethra is less elastic, and this can lead to stricture. Often, 
there is merely constriction at the bladder neck rather than a stricture. 

Residual urine frequently results from the presence of a cystocele. The cystocele 
need not be corrected unless there is a great deal of residual urine and damage to 
the kidneys. Every patient who has a cystocele should have a study of the urinary 
tract, including the kidneys. 

Neurogenic bladder may occur from time to time. Stones, tumors, and cysts 
are found in females as well as in males. Their presence constitutes a reason for 
surgery. Dr. Folsom of Dallas has written about several women in whom he found 
some prostatic tissue, but clinically that finding has no great significance. 

Moperator Hicarns: Innumerable women treated over a period of years with 
metal sounds have had strictures dilated when there was primary obstruction at 
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the vesical neck. How would you treat a woman with contracture of the vesical 
neck? 

Dr. Cutp: I infer from your question that you do not believe in treatment by 
sounds alone. Neither do I, but some women with constrictions of the vesical neck 
have had lasting relief from dilation with the Kollmann dilator. On the other 
hand, we do not favor prolonged instrumentation. The only solution in persistent 
obstruction is removal of the contracture. This can be accomplished by transure- 
thral resection, as a rule, but the constriction may tend to recur and a plastic 
procedure on the vesical neck may be necessary. This must be performed supra- 
pubically or retropubically, but is required in only an extremely small percentage 
of cases. 

A condition that has not been mentioned, and which has plagued many people, 
is postoperative overdistention of the bladder. In the case of a true hypotonic 
bladder, when the man or woman has been under heavy sedation in the immediate 
postoperative period, the bladder may enlarge to the level of the umbilicus and be 
paralyzed temporarily. The patient usually will respond to indwelling catheter 
drainage. More important, however, is the prevention of such postoperative over- 
distention. The suprapubic region should be palpated after any type of operation 
and prompt catheterization instituted when necessary. 

Moperator Hiaerns: I should like to differentiate stricture of the urethra, 
urethritis, and contracture of the bladder neck. I am satisfied that many patients 
have obtained relief from dilations with the Kollmann dilator when judiciously 
used. True contracture of the vesical neck will not be greatly relieved by dilators 
or sounds; transurethral resection is then in order. In many women, polyps are 
a frequent accompaniment of chronic urethritis. The differentiation between 
these two conditions indicates the therapy to be used. 

Dr. Cup: Cystoscopic diagnosis is less simple than it seems. We have often 
subjected female patients to cautiously performed transurethral resections even 
though a stricture or contracture could not be demonstrated visually, especially 
when they had consistently large amounts of infected residual urine. 

Moperator Higerns: Dr. Valk, what percentage of patients with symptoms 
of prostatism have a carcinoma of the prostate gland? What is the incidence of 
carcinoma of the prostate in routine necropsy studies? 

Dr. VALK: The statistics are appalling. Twenty per cent of the patients with 
prostatism have carcinoma of the prostate gland. Carcinoma of the prostate 
ranks second in order of frequency in necropsy statistics. 

Moperator Hieerns: Dr. Flocks, will you discuss briefly the method to be 
utilized in establishing a diagnosis of carcinoma of the prostate. I refer not to the 
stony hard mass, but to so-called early carcinoma. 

Dr. Fiocks: In view of the statistics that Dr. Valk just emphasized, and real- 
izing that about 95 per cent of carcinomas arise in the posterior portion of the 
prostate (the outer portion next to the rectum), the most important part of the 
examination is suspicion coupled with routine rectal examination in men over the 
age of 50 years, and further investigation of any suspected areas. A routine rectal 
examination should be carried out every six months or every year, and certainly 
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every six months in men over the age of 65, and would lead to increased discovery 
of early carcinoma of the prostate. In this location a prostatic nodule can be pal- 
pated. It may or may not be a carcinoma. For example, Dr. Jewett and Dr. Culp 
found in a large series of biopsy specimens from such nodules that about 20 per 
cent were carcinomatous. Many times a nodule which has been palpated during 
routine examination of this region actually proves to be a stone in the prostate. 
It should be borne in mind, however, that carcinoma may be coexistent with 
prostatic calculi. A roentgenogram may then assist in the differential diagnosis. 
Determination of the serum acid phosphatase level may be of value in early car- 
cinoma of the prostate. If the level is not elevated, the test should be repeated. 
The level may rise after manipulation, even in benign hypertrophy; thus, the 
concentration of serum acid phosphatase measured soon after several rectal ex- 
aminations may be elevated and misleading. The most accurate type of study is 
that made on a piece of tissue from the nodule, or by means of a biopsy. A biopsy 
specimen can be obtained in several ways—by the perineal needle technic or 
transrectally. Tissue may also be obtained by transurethral resection or by open 
surgery, either perineally or retropubically. The most accurate means is by open 
surgery, probably using the perineal approach. The transrectal procedure has 
many faults that preclude its routine use. During the early stages, cytologic ma- 
terial for Papanicolaou study may be obtained by prostatic massage. This method 
is to be condemned, because it is hard to find the cells. Many of these lesions will 
be missed. Moreover, prostatic massage probably aids in dissemination of the 
carcinoma. 

Moprerator Hiaains: What is the opinion of other members of the panel 
relative to prostatic massage and the examination of the expressed secretions for 
tumor cells? I take it you agree on that point. 

Dr. Culp, how would you treat the 60-year-old man who on physical exami- 
nation has a palpable small area of induration or a nodule in the prostate? 

Dr. Cup: As Dr. Flocks has said, our experience shows that about 20 per 
cent of such nodules prove to be carcinoma, and 80 per cent prove to be benign. 
I prefer perineal exposure of the prostate, because it provides easier access to 
the entire posterior lamella. With all biopsies, we have a fresh frozen section 
made at the time of operation. Later the same tissue is examined by fixed section. 
We have found that the surgical pathologist may change his opinion regarding 
the grade of the carcinoma, but in no case has the diagnosis of malignancy been 
altered. If the lesion proves to be benign and the patient does not have obstruc- 
tive symptoms, we merely close the prostate and the incision. But if true carci- 
noma is present, we remove the entire prostate along with the seminal vesicles 
and a small cuff of the bladder. If examination of the biopsy specimen indicates 
a benign lesion and the patient has obstructive symptoms, simple perineal enu- 
cleation is performed. 

Moperator Hieerns: Dr. Valk, if you were consulted by a patient with a 
large, fixed, grossly nodular prostate on rectal examination that was definitely 
inoperable prostatic carcinoma, how would you treat the patient? 

Dr. VaLK: I would perform a transurethral prostatectomy in order to remove 
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the obstructive tissue, so that the patient could void; then, probably at the same 
time, I would perform a bilateral orchiectomy. I would also have the patient take 
5 mg. of stilbestrol a day for life, if he could tolerate that amount of estrogen. If 
pain developed which was not controlled by estrogen and orchiectomy, I would 
give him radiation therapy over the painful areas. 

Moperator Hiaerns: Do you recommend bilateral adrenalectomy, hypophy- 
sectomy, or irradiation to these areas? 

Dr. VALK: Surgical adrenalectomy is no longer recommended as a palliative 
measure in the treatment of advanced carcinoma of the prostate. Hypophysec- 
tomy has not been carried out many times for the palliation of prostatic carci- 
noma. From the small series available, it appears to be only of temporary value. 
We believe that medical adrenalectomy gives some relief in approximately 30 
per cent of patients who have had a relapse after bilateral orchiectomy and estro- 
gen therapy. This can be accomplished by giving 50 mg. of cortisone daily, or 
half that amount of hydrocortisone, plus estrogen. Examination of the adrenal 
cortices of patients so treated reveals marked atrophy of these structures and 
probably effective medical adrenalectomy. 

Moperator Hiaarns: Dr. Carroll, what end-results do you anticipate in the 
group discussed by Dr. Culp, namely, the rare patient for whom we recommend 
total prostatectomy when we believe the lesion is confined to the prostate gland? 

Dr. CARROLL: We anticipate good results. It is probable that all of the can- 
cerous tissue can be eradicated by such a procedure. That is true because the 
thick capsule around the prostate confines the cancer cells for a long time to the 
prostate itself. In a case in which there is no invasion of the lymph glands, no 
evidence of metastatic lesions in roentgenograms of the bones or of the lungs, and 
a constantly normal level of serum acid phosphatase, favorable results can be 
expected. I have no statistics, but I believe that good results may be expected. 

Moperator Hiaarns: Dr. Flocks, what end-result can be expected from vari- 
ous types of treatment when the patient has an inoperable carcinoma? 

Dr. Fiocks: By inoperable, you mean the patients in whom only palliative 
therapy is being instituted. Dr. Valk has mentioned that palliative therapy 
varies, depending upon the type of symptoms and signs occurring as the result of 
massive carcinomatous involvement. In a five-year follow-up study of approxi- 
mately 900 patients with carcinoma of the prostate at the University Hospital, 
the average survival following diagnosis in patients who were treated palliatively 
—this included all grades and types of lesions from operable to inoperable for 
which we did not perform radical surgery—was approximately two and a half 
years. An interesting facet of this study was the fact that in 79 of these patients 
hormonal therapy was withheld until pain occurred; in this group, the average 
survival was four years. We do not know whether this is of any significance, but 
it raises a question because of the current controversy as to when to institute 
hormonal therapy in inoperable lesions. 

Moperator Hiacerns: Dr. Culp, what are the most common causes of dilata- 
tion of the ureters in women and men? 

Dr. Cup: In women, the most frequent cause of ureteral dilatation is preg- 
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nancy. | am mindful that we are dealing with an older age group, and in such 
patients this is not likely to be a factor. Unquestionably, dilated ureters in older 
women are most frequently the sequelae of infections incurred during earlier 
pregnancy. There are also true mechanical obstructions. These include ureteral 
calculi, carcinoma of the cervix, carcinoma of the bladder involving the intramu- 
ral segment of the ureter, and primary tumor of the ureter. The ureteral tumors 
constitute a neglected group of neoplasms, because frequently they are not sus- 
pected and consequently are not recognized until too late to initiate treatment. 
Last, but not least, are the effects of pelvic operations. Many women have con- 
strictions and even obliterations of the ureter because of hysterectomies and 
similar procedures in the pelvic area. 

In the male, the most common cause of dilated ureters is the enlarged prostate. 
As the dilation is due to reflux or back pressure, it does not require any surgical 
procedure on the ureter itself, but merely relief of the primary obstruction. Calculi 
are observed frequently in elderly males, as are carcinoma of the bladder and 
carcinoma of the ureter. It is noteworthy that primary tumors of the ureter are 
more common in males than in females by a ratio of 3 to 1. In our experience, 
calculi predominate in males by a ratio of approximately 3 to 2. 

Moperator Hiaarns: Dr. Carroll, at what age may upper urinary-tract ob- 
struction occur, and may its presence influence the response to some of the uri- 
nary antiseptics? 

Dr. CarROLL: Obstruction at the ureteropelvic juncture can occur at any age. 
The majority of these obstructions are due to congenital anomalies or aberrant 
vessels. Often they are not noticed until a man or woman grows older, because 
they do not give rise to immediate symptoms. The symptoms may occur gradu- 
ally; yet there may be marked hydronephroses in elderly patients, which should 
have been corrected in childhood. 

Obstructive lesions in the urinary tract must be relieved before antibiotics can 
be effective in the treatment of infections. Infection can be cleared temporarily, 
but it will recur if an obstruction is not relieved. 

Moperator Hiaerns: The panel members will be glad to answer questions. 

Question: I should like to ask the panel members if they would use prophylac- 
tic therapy in the following situations—first, in the patient whose freshly voided 
urine is clear but is found to contain pus cells or clumps of pus cells when the 
sediment is examined after centrifugation. We use prophylactic therapy. Would 
you consider that an infection? 

Dr. CarRoLL: Do you mean, do I use prophylactic therapy for the control of 
pus cells? 

Question: Yes, and also when there are no pus cells but bacteria. 

Dr. Carro.Lu: That would perhaps indicate a saprophytic organism and not 
necessarily infection. You would be justified in using prophylactic therapy. 

Question: Another situation is this: In many hospitals, the catheterized 
bladder is considered to be an infected bladder, and chemotherapeutic agents are 
administered. Do you condemn or justify their use regardless of whether or not 
infection is present? 
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Dr. CarRoLi: I condemn it because of side reactions to drug therapy. The 
rate of development of resistance is so high that the routine use of such drugs ig 
not justified. In catheterization, inflammation is usually provoked by trauma. 
If you have a good light and take care, no other preparation is necessary. All of 
the preparation with drugs does not equal gentleness. 

SAME QUESTIONER: In many geriatric patients, there is concomitant diabetes 
or hypertension with arteriosclerosis, but without symptoms of dysuria. The 
routine urinary sediment contains many pus cells and frequently red blood cells, 
Would you consider this a potential infection? Do you think it should be treated 
by drug therapy? 

Dr. CARROLL: One is justified in using drugs in such an instance, because sus- 
ceptibility to infection is increased in diabetes. 

SAME QuESTIONER: Would you recommend the routine use of drug therapy? 

Dr. Carro.u: Routinely, I would use Furadantin or one of the sulfonamides, 
not one of the tetracyclines. ) 

Dr. Cup: It behooves us to be certain that the pus cells are coming from the 
bladder and not from the prostatic urethra. That is easily established by examin- 
ing not the first portion of urine obtained but the latter portion. 

Dr. Hicerns: Are there any other questions? 

Question: I should like to hear comment on the paralytic bladder due to 
spinal cord injury. What would be your recommendation as to prophylactic treat- 
ment with antibiotics? 

Dr. Cup: That is difficult to answer briefly because we could talk about it for 
the next hour. These patients usually must have some type of catheter drainage. 
We prefer to avoid cystostomy as long as possible. The urethral catheter must be 
handled meticulously. As for trying to minimize infection, I do not like the pro- 
phylactic administration of drugs as long as the patient is free from chills and 
fever. The catheter may be irrigated with any number of solutions, depending 
upon the amount of cystitis present, but some degree of cystitis is inevitable. 
Pyelonephritis does not occur in all of these patients. When it does, chemotherapy 
is indicated. There also is a high incidence of stone formation. 

Dr. Frocks: I agree with Dr. Culp. This is a large subject. Renal calculi can 
occur and will then produce obstruction and infection. 

Dr. Carro.u: I should like to make a comment that I think is important. The 
common cause of encrustation of the catheter and formation of stones in the 
bladder usually is infection with Proteus or Staphylococcus organisms. I would 
make a smear and culture to determine the organism. If Proteus, small doses of 
Furadantin may be given; if Staphylococcus, erythromycin may be used. We have 
given Furadantin for as long as three months to patients with indwelling catheters 
without deleterious effects. 

Question: I should like to have an opinion about Pyridium. 

Dr. Carrouu: Pyridium, as far we we know, does not inhibit organisms. It has 
an effect on the endings of small nerves in mucous membranes, so that it allevi- 
ates pain. That is the justification for giving it. It can be combined with sulfona- 
mides but it is intended only for the relief of pain. 
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CHEMOPALLIDECTOMY—TWO RECENT TECHNICAL ADDITIONS 
G. BRAVO, M.D.* anv I. 8. COOPER, M.D.t 


Neurosurgical Department, St. Barnabas Hospital, New York, N.Y. 


Alcohol injections into the globus pallidus area for relief of involuntary move- 
ment disorders have been performed following the technique described by one 
of us (I. 8. C.) in 329 patients who underwent 397 separate operations (1). Pro- 
gressive improvements in the original technique and results have been reported 
as the series of patients and our experience increased. Changing from the sub- 
temporal to the convexity approach (2), increasing the viscosity of the alcohol 
by adding a plastic component (3), spacing of the injections over a period of one 
to two weeks, and modifications in the criteria of selection of patients (4) have 
ensued during the evolution of this procedure. 

The size and shape of the induced lesion and its relation to the position of the 
needle in the individual patient always have been matters of concern. It was 
felt that a method which would permit visualization of the lesion on the x-ray 
film, would provide valuable information regarding: 

A. The precise anatomic limits, if any, of the areas which, when destroyed, 
would result in relief of tremor and rigidity in parkinsonian patients and in relief 
of involuntary movements in the patient suffering from hemiballismus, choreo- 
athetosis or dystonia musculorum deformans. 

B. The minimum size of the lesion required to produce permanent relief of the 
foregoing symptoms. 

C. The permissible maximum size of a lesion, within boundaries of safety. 

D. Some of the factors underlying the failures and the complications. 

E. The relationship between the clinical results, position of the lesion and cer- 
tain radiologic landmarks. 

Small amounts of iophendylate' were added to the alcohol injection material 
after it was proved that such a combination would have the same margin of safety 
as alcohol alone and would not hamper the neurolytic effects of the alcohol. 
Routine injections of absolute alcohol and iophendylate (in a proportion of 10 
parts absolute alcohol to 1 of iophendylate have been carried out in 60 patients, 
with an average volume of 0.8 cc. of mixture per patient. The radiographic con- 
trast provided by the iophendylate has proved useful in establishing the fre- 
quency and amount of injections in each patient and in correlating the actual 
size and position of the lesion with the clinical result (Fig. 1). The mixture forms 
a semi-solid cast after it becomes hydrated and thus remains localized and outlines 
the destroyed areas. Pictures taken after two months had elapsed showed no 
change in the shape or extension of the lesion as visualized on the x-ray films. 


* Resident in Neurosurgery, St. Barnabas Hospital and New York University Post-Grad- 
uate Medical School. 

t Director, Department of Neurosurgery, St. Barnabas Hospital; Assistant Professor of 
Neurological Surgery, New York University Post-Graduate Medical School. 

‘Supplied by Ciba Pharmaceutical Products, Summit, N. J. 
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Fig. 1A Fig. 1B 


Fic. 1. Antero-posterior and lateral views of skull (A.F., 49 years old; Case No. 232). 
Final image of the lesion made following injection of Etopalin? and Pantopaque into the 
left globus pallidus area. Polyethylene catheter still in place. 


Fig. 2A Fig. 2B 


Fig. 2. Antero-posterior and lateral views of skull (C.H., 52-year-old man, Case No. 
292). Correctly placed catheter, but failure to produce an adequate lesion due to reflux 
along the needle tract. Pictures taken after single injection of 0.4 cc. of Etopalin and 0.1 
ec. of Pantopaque. 


One of the problems that immediately came to our attention was the reflux 
of the injected material along the needle tract while the injections were taking 
place (Fig. 2). The occurrence of reflux, which had been previously suspected and 
in certain cases proved, appeared to be one of the main reasons for occasional 


2 An 8 per cent solution of specially prepared cellulose in 95 per cent ethyl alcohol (Ciba 
Pharmaceutical Products). 


Fig. 3. Double-lumen cannula with inflatable balloon, and plastic stylet with radio- 
opaque markings. 


Fig. 4A Fig. 4B 


Fic. 4. Antero-posterior and lateral views of skull (J.G., 52-year-old woman, Case 
No. 294), after injection of 0.25 cc. of Hypaque into the balloon. 
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Fig. 5A Fig. 5B 


Fic. 5. Same case as in Figure 4. Final image of the lesion made after three injections 
of alcohol-Pantopaque into the cavity previously created by the balloon. No complica- 
tions. Marked relief of tremor and rigidity. 


failure to produce an adequate lesion, with consequent incomplete alleviation of 
symptoms. 

The problem of reflux along the needle tract and of obtaining a precisely local- 
ized lesion in certain cases, led to another technical modification which seems 
to solve both difficulties in a satisfactory, definite manner. A double-lumen can- 
nula has been devised by us and developed to a practical stage by the American 
Cystoscope Makers Company. The cannula consists essentially of one of the 
original chemopallidectomy polyethylene catheters, now provided with a second 
very fine independent lumen which ends in an inflatable miniature balloon. 

As shown in Figure 3, injection through one lumen blows up the balloon, and 
the proximal] ending is then clamped off. The expansion of the balloon: (a) acts 
as a physiologic test regarding the accuracy of the needle placement, and (b) 
creates a cavity where the alcohol can later be deposited through the other lumen, 
in order to secure a permanent lesion. 

This device has been tested in 7 patients with very gratifying results. By inject- 
ing into the balloon a contrast material such as Hypaque or Pantopaque, the 
size and location of the cavity can be determined on the x-ray film (Fig. 4). The 
contrast material within the balloon is then aspirated and the balloon deflated, 
before proceeding with the alcohol injection (Fig. 5). The balloon when inflated 
blows up eccentrically in relation to the edge of the needle. By this means a lesion 
can be made in the desired direction—anterior, posterior, medial or lateral in rela- 
tion to the tip of the needle. 

SUMMARY 


Two recent technical additions to the technique of chemopallidectomy are 
described. These are: 
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1. Addition of an inflatable balloon to the end of the original chemopallidec- 
tomy cannula. This serves to provide a circumscribed cavity within the globus 
pallidus for subsequent injection of a neurolytic agent. 

2. Addition of contrast material to the neurolytic medium (Etopalin or alcohol), 
so that the location and extent of the lesion produced by chemopallidectomy may 
be visualized roentgenographically. 
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LEVARTERENOL (LEVOPHED) THERAPY IN ACUTE 
MYOCARDIAL INFARCTION 


E. MAURICE HELLER, M.D., M.Sc. (Mep.)* 


Toronto, Canada 


There is no longer any doubt that levarterenol (aminoethanol catechol), also 
known as Levophed, /-noradrenaline and /-norepinephrine, has saved the lives 
of many patients, especially following severe myocardial infarctions complicated 
by acute hypotension (1-4). This vasopressor agent was first synthesized in 1904 
and is a sympathomimetic primary amine which has been found in blood, urine, 
the adrenal medulla, and particularly in pheochromocytoma. Hypotension occurs 
in about 10 per cent of acute myocardial infarctions and is probably primarily due 
to the inability of the left heart to maintain an adequate output (cardiogenic 
shock), as well as failure of peripheral response. This is a very important problem 
in geriatrics, since cardiac infarction is one of the most frequent causes of death 
in the elderly (as well as in the middle-aged male). If the hypotension is not 
quickly reversed, the condition results in a mortality rate of 80 per cent or higher 
(5). When the blood pressure falls below 80 mm. Hg systolic, the patient usually 
dies (6). In all age groups, levarterenol has been shown to combat this condition 
better than any other therapy, such as retrograde arterial infusions or cortisone 
administration, and is more effective than any other vasopressor drug (5). It slows 
the pulse rate and increases total peripheral resistance by causing generalized 
vasoconstriction of arteries, capillaries and veins (although it produces coronary 
vasodilatation (7)). Thus the blood pressure is elevated and the mean aortic pres- 
sure rises, producing a proportionate increase of coronary flow with minimal side- 
effects such as severe arrhythmias. At the same time there is a decrease in renal 
plasma flow (8) and a rise in the filtration fraction owing to efferent glomerular 
arteriolar constriction. Thus there is a greater effective filtration pressure and an 
increase in urinary output. Levarterenol does not produce central nervous system 
stimulation and tachycardia with the associated anxiety, discomfort and peculiar 
feelings that follow administration of epinephrine (adrenaline). It is also eight 
times less toxic. Because of the increase in pulmonary arterial, capillary and 
venous pressures, the possibility of aggravating or producing pulmonary edema 
must be considered, especially in patients who already have congestive heart 
failure. 


INDICATIONS 


The proper time to begin levarterenol (Levophed) therapy is most important. 
Should one wait until actual signs of shock occur? Griffith et al. (5) defined shock 
as a condition of marked hypotension lasting for an hour or longer, and accom- 


* F.R.C.P. (Edin.); F.A.C.P. Chief of Medical Department and Consultant Cardio- 
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panied by signs of peripheral circulatory collapse. In a patient whose blood pres- 
sure had previously been within normal limits, a systolic blood pressure reading 
of 80 mm. Hg or below was accepted as evidence of shock; and a formerly hyper- 
tensive patient with a systolic blood pressure of 100 mm. or below was considered 
to be in a state of shock. All agree that the longer the delay in instituting adequate 
levarterenol therapy, the less the chance of survival. Therefore, the author feels 
that one should not wait for the actual signs of shock. If the systolic blood pres- 
sure remains under 90 mm. Hg (or under 100 mm. in a known hypertensive) in 
spite of oxygen and adequate morphine (or Demerol) for from one to three hours, 
Levophed should be started. If the blood pressure is dropping, or the patient is 
in a state of shock at the time he is being sent to the hospital, an order should be 
given to have Levophed therapy ready on arrival, along with the oxygen tent. If 
clinical evidence of peripheral vascular collapse is present (and not only a drop in 
blood pressure), it should be started immediately. This is because an apparently 
“irreversible” state may develop after several hours (or sooner), but if the blood 
pressure is artificially kept up with Levophed (even for days) the condition is 
more likely to become self-correcting, 7.e., reversible (6). Systolic ballooning of 
the ventricular myocardium seems to be related to shock and is corrected by its 
relief. If shock is associated with coronary pain only, it is the mild type and some 
authorities (9) suggest delaying Levophed therapy for half an hour (at the most) 
in order to see if the shock is reversed by the relief of pain. However, we feel that 
it is wiser to wait no longer than the time it takes to get the drug ready for ad- 
ministration. 

Shock may be partly or entirely due to other factors which should be treated at 
the same time that Levophed therapy is begun, such as severe congestive heart 
failure, ventricular or supraventricular tachycardia, diabetic acidosis, hemor- 
rhage, infection, pulmonary infarction, cerebrovascular accident, hypotensive 
drugs, or even morphine sulphate itself. 

Both high and low venous pressure types of shock will respond to Levophed 
alone. It used to be thought that elevated venous pressure reflected heart failure 
and was an indication for digitalis. The latter drug should be given (in ad- 
dition to Levophed therapy) only when definite congestive tailure is also present, 
at which time it may be life saving (6, 9). 


METHOD OF ADMINISTRATION AND DOSAGE 


Levarterenol (Levophed) solutions are prepared by adding 4 ec. (1 ampoule) of 
levarterenol bitartrate, 0.2 per cent (equals 0.1 per cent base), to 1,000 cc. of 5 
per cent dextrose in distilled water. The resultant solution contains 4 micrograms 
(ug.) of base (8 ug. of bitartrate) per cc. The infusion should be started at 7 to 10 
drops per minute but should be gradually increased to 60 drops per minute if 
necessary in order to keep systolic blood pressure over 100 mm. Hg (over 120 if 
the patient has been hypertensive). A good rule is that if a rate exceeding 60 
drops per minute is required to maintain the systolic blood pressure as noted, 
another ampoule of levarterenol should be added within five to ten minutes. If 
the desired response is going to be obtained with a certain strength of solution, 
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it is usually instantaneous, and much valuable time is lost if there is further delay 
before increasing the concentration. In order to limit the total amount of fluid 
administered, or if the rise in blood pressure is insufficient, one should gradually 
increase the concentration and not give 80 to 100 or more drops per minute, as has 
been the custom. The object of this therapy is to adjust the rate of flow to main- 
tain the blood pressure at the desired level, with the minimum rate of adminis- 
tration. If heart failure is present, the drop rate should be reduced by increasing 
the concentration (e.g., 3 ampoules at the rate of 20 drops per minute rather than 
1 ampoule at 60 drops per minute). 

The best guide to dosage is the observation of the effect on the patient, and 
more particularly on the blood pressure. The urinary output reflects the response 
of the kidney to shock, and is an aid in determining the severity of the shock as 
well as in evaluating therapy and prognosis. In most patients, 1 ampoule of 
Levophed usually suffices, but in the more severe cases the concentration must 
be increased four-fold or more before an adequate rise in blood pressure is ob- 
tained. It should not take more than twenty to thirty minutes to reach this con- 
centration (which, if required, makes the prognosis worse). However, as in the 
cases recently reported by the author (1), one may give as much as 6 or 7 am- 
poules per 1,000 ce. and still get recovery. When it is stated that the blood pres- 
sure could not be raised and the patient died in spite of Levophed therapy, one 
should question whether the concentration had been increased properly and 
adequately. ‘‘Levophed therapy”’ is not enough. It must be ‘‘adequate Levophed 
therapy”’. 

The rate of infusion is gradually reduced (and administration eventually 
stopped) over a variable period, depending on how the blood pressure is main- 
tained without the drug. Although one to six days is the average length of time for 
therapy, some of our cases required two to three weeks of therapy. Instead of 
stopping the intravenous drip abruptly as soon as the blood pressure is main- 
tained without levarterenol, one should immediately start an infusion of 1,000 
ec. of 5 per cent dextrose in distilled water for a further period of twelve to 
twenty-four hours. Thus, in case the pressure drops again (which it commonly 
does), levarterenol can be readministered without delay. 

There should be a constant watch for interstitial escape of levarterenol, which 
is very painful and may cause necrosis of tissue. Should it occur, the infusion 
should be changed to another vein at once. The best therapy is immediate sub- 
cutaneous injection into the involved area of 10 to 20 ce. of distilled water (with 
3 to 5 ce. of 2 per cent procaine to relieve pain), thus diluting the levarterenol. 
This will usually prevent tissue necrosis, which otherwise may be very extensive 
within forty-eight hours or sooner, due to the local vasoconstrictor effect of the 
drug (10). To try to avoid this complication, it is wise in all cases in which several 
days of therapy are contemplated, to cut down on the vein and insert a small 
polyethylene tube for a distance of 6 to 8 inches (15-20 cm.) into the vein. In 
several of our patients in whom all the peripheral veins were no longer suitable 
or had collapsed, our surgical confrere was called in to cut down on the femoral 
vein. In this way therapy can be continued and the patient given renewed hope. 
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It should be emphasized that the !atter procedure, although it can be performed 
easily at the bedside, requires special training and should be carried out by a 
qualified surgeon. 


SPECIAL SUPERVISION 


When patients are receiving levarterenol therapy special nurses should be con- 
stantly present, as blood pressure should be taken every few minutes at first and 
then every fifteen to twenty minutes for as long as such treatment is given. The 
doctor should explain to the nurses in detail the mechanism and specific purpose 
of this therapy because, as time goes on, they must constantly increase or de- 
crease the concentration, depending on the blood pressure response. If the nurse 
tells you the blood pressure is under 100 systolic and she is not increasing the drop 
rate or concentration, you know that she has not been properly instructed. 

There is no reason for withholding this life-saving drug, provided the patient 
is in the hospital and can be watched carefully throughout the whole course of 
therapy. If special nurses are not available immediately, arrangements can 
usually be made for the floor nurse or interne to sit with the patient until the 
special nurse arrives. 

Another need for constant observation is the danger of levarterenol leaking 
into the interstitial tissues—a complication which should be treated as previously 
described, without delay. 


RESULTS 


The usual response is exemplified in the series of Miller et al. (4). Of 9 patients 
with shock accompanying acute myocardial infarction, 5 ultimately survived. 
Without levarterenol, no more than 2 would have recovered. Sampson (6) had 
20 recoveries in 30 cases. In Kurland and Malach’s (2) series of 14 patients there 
were only 4 survivals, in spite of the fact that there was a temporary satisfactory 
pressor response in 12 of 17 courses of treatment. It is noted that in this series the 
concentration of levarterterenol was not increased beyond 1 ampoule per 1,000 
cc. of infusion (4 wg. per cc.). Griffith et al. (5) controlled shock in 17 out of 30 
patients, using 2 ampoules of levarterenol per 1,000 cc. 

We recently reported (1) the remarkable recovery of Mrs. M. B., a 62-year-old 
woman who presented with extensive acute myocardial infarction, secondary 
shock and congestive heart failure. Levophed was given for three weeks and had 
to be increased to a concentration of 7 ampoules per 1,000 cc. (56 ug. of levartere- 
nol bitartrate)—almost twice the highest concentration (with recovery) pre- 
viously reported in the literature. We must admit that in about half a dozen 
patients given high concentrations (such as 6 ampoules per 1,000 cc.) there was 
no effect; in such cases, when autopsies were obtained, extensive infarctions were 
found. One of our patients, A. W., with heart failure and shock secondary to a 
cardiac infarction, had an excellent blood pressure response with 6 ampoules of 
levarterenol per 1,000 cc.; however, one day later he succumbed. Autopsy 
showed pulmonary congestion as well as extensive acute cardiac infarction. This 
further emphasizes the fact that the cases in which increased dosage of Levophed 


@ 
. 


660 E. MAURICE HELLER Vol. V 


is necessary are those in which cardiac damage is greatest and heart failure more 
likely to develop. Thus, one should not hesitate to continue increasing the con- 
centration of Levophed in order to obtain the necessary effect with the smallest 
amount of fluid. 


SUMMARY 


1. Levarterenol (Levophed) therapy may be life-saving in acute myocardial 
infarction with secondary hypotension occurring at any age, particularly in the 
elderly. 

2. If there are no actual signs of shock but the systolic blood pressure remains 
under 90 mm. Hg (or under 100 mm. in a known hypertensive) for one to three 
hours in spite of relief of pain and administration of oxygen, levarterenol should 
be started without waiting for shock to occur. 

3. If clinical signs of shock are present which do not immediately respond to 
analgesia and oxygen, levarterenol should be started without further delay. 

4. The systolic pressure should be maintained above 100 mm. Hg (120 mm. if 
the patient has been hypertensive). If this desired response is not instantaneous, 
the concentration of levarterenol should be increased, but the infusion should not 
be given at a rate of more than 60 drops per minute. Although the prognosis is 
worse if a concentration of more than 4 ampoules per 1,000 cc. is necessary, there 
may be recovery after as muchas 7 ampoules per 1,000 cc., and after treatment 
for as long as three weeks. 

5. If heart failure is present, digitalis should be given, and the volume of levar- 
terenol reduced by increasing its concentration. 

6. There are no contraindications to the use of levarterenol, except inadequate 
supervision. Nurses should be carefully instructed. 

7. Complications are minimal, considering the serious nature of the cardiac 
condition. Interstitial escape of levarterenol should be detected at once and 
measures taken to prevent necrosis and pain. 

8. If administration is to be continued for several days, a venous cut-down 
should be performed and a polyethylene tube inserted. A femoral vein cut-down 
may be life-saving when peripheral veins are unobtainable. 

9. The dosage of levarterenol should be reduced gradually as the blood pressure 
improves. When the time comes to discontinue this medication, intravenous in- 
fusion should be continued with dextrose solution for another day until it is 
established that readministration of levarterenol will not be necessary. 
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SENILE VERTIGO CAUSED BY A CURABLE 
CERVICAL MYOPATHY 


M. G. GOOD, M.D. 
London, England* 


Vertigo is defined as giddiness or dizziness. It may be subjective or objective 
according to whether the subject feels that he is revolving in space or that sur- 
rounding objects are turning around him. People, however, usually do not 
distinguish between these two sensations. 

Vertigo represents an important, although infrequent, symptom of disease 
in which somatic disturbances may be aggravated by psychological and emo- 
tional factors such as fear of falling and of losing consciousness. Vertigo is 
classified as symptomatic when the complaint is due to a well defined disease, 
and as essential when it represents a malady in its own right. The causes are as 
follows: 


CAUSES OF VERTIGO 
Symptomatic (Secondary) Vertigo 


Intracranial tumors 

Spinothalamic lesions (e.g., multiple sclerosis) 
Encephalitis 

Meningitis 

Neurosyphilis 

Vascular diseases (hypertension, hypotension) 
Epilepsy 

Aural diseases or conditions (e.g., deafness) 


Essential (Primary) Vertigo 


Traumatic 
Rheumatic 
Idiopathic 
Senile 


Essential, or primary, vertigo is a disorder for the most part overlooked or 
wrongly diagnosed as otogenous. Differentiating it from aural vertigo presents 
no problem, however, inasmuch as the latter seldom occurs without evidence 
of a morbid condition of the ear, usually deafness (1). 


CERVICOMUSCULAR VERTIGO 


I have previously described a type of myalgia that causes vertigo, namely, 4 
disease of the neck muscles, especially the trapezius muscles, which is frequently 
associated with occipital headache (2). In the Sections on Otology and Neurology 
of the Royal Society of Medicine, I have called attention (3) to the frequency 
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of functional myopathy of the neck muscles as the cause of non-otogenic giddi- 
ness. These findings apparently have been overlooked. I emphasized that this 
kind of vertigo can rapidly be cured by appropriate treatment. Fortunately for 
the large number of people so affected, the muscular origin of vertigo of this 
type has recently been confirmed in large numbers of patients in both America 
(4) and England (5). 

Cervicomuscular vertigo is a primary disease due to functional myopathy of 
cervical muscles. The principal complaint is of more or less frequent attacks of 
transient giddiness. Careful inquiry usually elicits the information that the 
giddiness occurs upon movement of the head or neck, bending of the trunk down- 
ward, sudden and rapid rising of the head from a pillow upon awakening, or 
precipitate arising from a sitting or recumbent position. At least one patient 
has reported that he could elicit giddiness at will by bending his neck backwards. 
Objective findings are as follows: On light palpation with the finger tips, there 
can be felt, parallel to the course of muscle fibers, small muscular zones that 
are more dense in consistency and harder to the touch than the surrounding 
areas. Pressure on these “‘myalgic zones’ causes, in addition to agonizing pain, 
involuntary jerking of the head, arm, or shoulder. This so-called myalgic reflex 
is pathognomonic and essential to the diagnosis. 

The characteristic myalgic zones can easily be located in cases of cervical 
myopathy and are identical in various clinical forms. They are found almost 
without exception in the superficial layers of the neck muscles, that is, in the 
upper third of the trapezius muscles. In the cases of cervicomuscular vertigo 
that I have seen, it has been possible to locate the middle of the upper edge of 
the trapezius muscle with monotonous regularity. Rarely, there has been an 
additional myalgic zone in the sternocleidomastoid muscle close to the mastoid 
process. The usual distribution of these zones is shown in Figure 1. 

Cervicomuscular vertigo can be completely relieved by appropriate treatment, 
that is, by physiotherapy and the injection of procaine directly into the myalgic 
zones. 

The types of cervical myopathy causing vertigo are illustrated by the following 
ase reports: 


Traumatic cervical myopathy 


Minor trauma of past or recent occurrence may be the cause of cervico- 
muscular vertigo. The history of trauma in these cases can be ascertained only 
by questioning the patient. He rarely will mention it without careful questioning, 
either because the injury has receded in his memory or because he believes it 
not worthy of mention. Traumatic cervical myopathy has recently been described 
in subjects undergoing treatment by traction for supposed cervical spon- 
dylitis (5). 


Case 1, A 27-year-old man complained of dizziness for two weeks following a sprain of 
the shoulder. Dizziness occurred especially when the patient arose from a recumbent or 
bending position. Two myalgic areas in each trapezius muscle were located and treated by 
the intramuscular injection of procaine. This man was able to return to military duty within 
a few days and had no further difficulty during two and one-half months’ observation. 
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Rheumatic cervical myopathy 


I selected “rheumatic” for lack of a more suitable designation for myopathy 
characterized by complaints that resemble “rheumatism” and occur in associa- 
tion with sudden changes in meteorological conditions and with a high incidence 
of common colds and other infections of the respiratory tract. This form of acute 
cervicomuscular vertigo is often misdiagnosed as epidemic labyrinthitis. The 
diagnosis can easily be made by a thorough examination of the neck muscles, 
especially the trapezius muscles. Finding the characteristic myalgic zones by 
means of the defense reflex manifested upon pressing the areas makes it certain. 


Case 2. A 50-year-old man had had frequent attacks of occipital headache for ten years. 
Recently, headache had occurred more frequently and often awakened him. Six days pre- 
viously, while bending over, the patient felt giddy. Objects seemed to whirl around him. 


Fig. 1. Distribution of myalgic zones in cervicomuscular vertigo 


The giddiness subsided after five minutes. The next day, while walking on the street, he 
had another attack of vertigo that lasted two hours. The following day, he vomited once 
and felt giddy and nauseated. This continued until he was confined to bed with almost 
constant nausea and giddiness aggravated by movement. On examination, the only find- 
ings were typical myalgic zones in both trapezius muscles. The vertigo vanished rapidly 
following the intramuscular injection of 2 ec. of a 2 per cent solution of procaine into the 
three myalgic zones in each trapezius muscle. Within six days, the patient felt well and 
had no remaining complaints. He has since had no vertigo or headache. 


Idiopathic cervical myopathy 
Sometimes no apparent cause can be ascertained, as in the following case of 
cervical myopathy: 


Case 3. A 50-year-old man complained of headache and giddiness of several years’ dura- 
tion. The only abnormal findings on examination were characteristic myalgic zones in both 
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trapezius muscles. When pressure was exerted on the upper border of the trapezius muscle, 
the patient turned pale and complained of giddiness. Complete relief occurred following 
the use of physiotherapy and massaging of the myalgic areas. 


Senile cervical myopathy 


Recent publications show clearly that senile vertigo frequently distresses 
elderly persons (6). In a recent survey by a medical committee for the Nuffield 
Foundation, it was found that 38.7 per cent of men aged 65 years and over, 
and 57.2 per cent of women aged 60 years and over, suffer from vertigo (7). This 
report concluded that, “‘Vertigo is a very important and distressing symptom 
of old age. It is of considerable interest, for virtually nothing is known of the 
changes in labyrinthine function associated with age, yet the general effect of 
the survey is to leave the distinct impression that they are both common and 
considerable.” 

Senile vertigo in the majority of cases in my experience has been due to senile 
cervical myopathy. The following are 2 illustrative cases: 


Case 4. A 60-year-old man noticed giddiness, especially upon rising from a sitting or 
recumbent position. At times it became so severe that he was afraid to cross the street. No 
abnormalities were apparent on physical examination. Fluoroscopy showed a slightly 
prominent aortic arch. In both trapezius muscles, especially at the upper borders, myalgic 
spots were located. Complete relief of vertigo followed within a month the intramuscular 
injection of procain into the myalgic areas and the use of physiotherapy. 

Case 5. A 72-year-old woman had suffered for some time from severe occipital headache 
extending from the top of the head to the upper middle portion of the shoulder blades. 
During the previous six weeks the patient had had frequent attacks of vertigo that occurred 
upon bending and movement of the neck. Three or four typical myalgic zones were located 
in each trapezius muscle, and procaine was injected into these areas. The patient’s com- 
plaints ceased after three weeks and did not recur during observation for three months. 


DISCUSSION 


The principal pathogenetic mechanism of these functional cervical myopathies 
probably consists of diminished local blood flow with relative hypoxia of the 
myalgic zones. The deficient local circulation may suffice for a resting muscle, 
but upon movement (that is, muscular contraction), disturbances like vertigo, 
pain and paresthesia must occur, inasmuch as a working muscle requires a much 
greater supply of blood and oxygen. Experimentally, the requirements have 
been found to increase at least fivefold. 

The immediate therapeutic effect of procaine injected into the myalgic areas 
is in harmony with this theory. Procaine dilates the reflexly constricted blood 
vessels, by interruption of the morbid vasoconstrictor reflex arc, an axon reflex 
from the corresponding paravertebral sympathetic ganglion. Although it is 
surprising that the injection of a local anesthetic should, as a rule, provide a 
permanent cure, this has been established by the use of procaine in hundreds of 
cases. Procaine has been shown (8) to cause destruction lasting for several weeks, 
of thin unmyelinated nerve fibers. This effect on the sympathetic vasoconstrictor 
fibers which account for the deficient circulation might be called ‘chemical 
local sympathectomy.” 
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Briefly stated, cervical myopathy is a functional disease of the blood vessels 
of skeletal muscles, that is, a myoangiosis. The pathophysiological mechanism 
of functional myopathies may be assumed to be as follows: Upon contraction of 
the affected skeletal muscle, the blood vessels fail to dilate reflexly, as under 
normal circumstances, in order to increase the blood flow to that required for 
physical exertion. 

As far as is known at present, only the muscles of the neck may, if diseased, 
give rise to vertigo. This is explained (2) by the finding (9) that the neck muscles 
concerned with equilibrium and maintaining the position of the head have a 
nervous connection with the labyrinth. The position of the head with relation 
to the body, as determined by the tone of the neck muscles, obviously affects 
the equilibrium. It is of interest that the trapezius muscle appears to differ meta- 
bolically from other skeletal muscle. Under special conditions, the oxygen 
consumption of the trapezius muscle in vitro is increased (10). Hence, it is under- 
standable that a relative lack of oxygen is likely first to affect the cervical muscles. 


SUMMARY 


Essential, or primary, vertigo is a disease in its own right caused by functional 
myopathy of the muscles of the neck, especially the trapezius muscle. Cervico- 
muscular vertigo can and must be diagnosed by objective signs, that is, the 
location of characteristic myalgic zones in the trapezius muscle and the involun- 
tary reflex jerking—myalgic defense reflex—elicited by pressure upon them. The 
disease seems to be essentially a myoangiosis, that is, a dysfunction of the vascu- 
lature, in that it does not respond reflexly upon contraction of the affected 
skeletal muscle with vasodilatation and the resulting increased blood supply 
essential for physical exertion. 

Cervicomuscular vertigo may be of traumatic, rheumatic, or undetermined 
origin. The incidence of essential vertigo in old age is high. Senile vertigo may 
be present in more than 50 per cent of men over the age of 65 and of women over 
the age of 60, and cause great distress and even danger to life. 

When myalgic zones have been located, treatment consists of physiotherapy 
followed by massage or the intramuscular injection of 1 to 2 cc. of 2 per cent 
procaine solution. The latter procedure yields the most gratifying results, vertigo 
being rapidly relieved in the majority of cases. 
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DISTURBANCES OF VISION CAUSED BY 
DIGITALIS PREPARATIONS 


MARGARET GERBER, M.D.* 


Department of Ophthalmology, Northwestern University Medical School, Chicago, and 
Evanston Hospital, Evanston, Illinois 


INTRODUCTION 


William Withering in 1785 was the first to describe the effects of digitalis. He 
noted that excessive amounts caused giddiness and confusion of vision. Since 
then many reports of ocular symptoms following the use of digitalis and related 
glycosides have appeared in the literature; however, the expressions are variable. 

The most striking and well-recognized ocular effects of digitalis intoxication 
seem to be disturbances in color sensation. Xanthopsia (yellow vision) is said 
to be common, although objects may appear green, blue or red. Soft, wave-like 
light flickerings, dimness of vision, scotomata and conjunctivitis have all been 
described, and visual hallucinations are also a prominent symptom. Diplopia, 
nystagmus, mydriasis and exophthalmos are infrequent findings. Carroll (1) 
and Gillette (2) observed that many patients with visual symptoms from digitalis 
had no change in their visual acuity, fields or ocular fundi. On the other hand, 
Wagener, Smith and Nickeson (3) reported a case of retrobulbar optic neuritis 
and complete heart block following digitalis therapy. Sykowski (4) also reported 
patients with retrobulbar neuritis which occurred after the administration of 
digitoxin. Although in most instances the visual acuity and fields return to 
normal following cessation of the drug, Vail (5) has shown that retrobulbar 
optic neuritis may be irreversible with persistence of the central scotomata 
despite withdrawal of the drug. Gelfand (6) has recently observed a case in which 
total blindness occurred in an elderly patient following the administration of 
Cedilanid (digitalis glycoside). 

Recent experiences with 2 patients having unusual symptoms following the 
administration of digitalis and digitoxin were considered noteworthy and 
prompted the present report. 


CASE REPORTS 


Case 1. A 57-year-old white man was seen in my office in June 1954 complaining of flash- 
ing lights and blurring of vision of about ten days’ duration. He gave a history of acute 
congestive heart failure one month previously, for which he had been given gitalin (digi- 
talis glycoside) in a dosage of 0.5 mg. three times daily. On examination, his vision corrected 
to 20/70 in the right eye and 20/60 in the left Central visual field examination, performed 
with a 3-millimeter white test object, showed a 5-degree central scotoma in the right eye 
and a 3-degree central scotoma in the left. The results of fundus examination were essen- 
tially negative except for increased light reflex of the retinal arteries and some arteriove- 
nous compression. Beth optic dises were normal. Two days later he was seen by his internist, 
at which time an electrocardiogram was obtained. It was found that a first degree heart 
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block with a P-R interval of 0.28 second had developed. Prior to his ocular symptoms he 
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had had normal sinus cardiac rhythm. Gitalin was discontinued, and one month after with- 
drawal of the drug the patient’s vision returned tc 20/20 in each eye and visual fields were 
normal. The heart block disappeared and normal sinus cardiac rhythm returned. 

Case 2. An 80-year-old white woman had been taking 0.2 mg. of digitoxin daily during a 
period of two months for arteriosclerotic heart disease with mild cardiac decompensation. 
She complained of unusual fuzziness and distortion of vision of one week’s duration when 
seen in my office in August 1956. This patient had a history of chronic, bilateral, non-con- 
gestive glaucoma, with considerable constriction of both visual fields resulting from the 
glaucoma. However, her vision had been carefully watched over a period of years and had 
remained at 20/25 in the right eye and 20/100 in the left for the previous three years. Ocular 
tension had always been well controlled with miotics. Two months after taking digitoxin 
her vision in the right eye decreased to 20/70, and in the left eye to the ability to count 
fingers at a distance of 5 feet. Central field examination showed a 3-degree central scotoma 
in the right eye and a 5-degree central scotoma in the left eye in addition to the previous 
glaucomatous changes in the fields. This examination was performed using a 3-millimeter 
white test object in the right eye and a 10-millimeter white test object in the left. Ocular 
tension was normal. Fundus examination showed increased light reflex and irregularity in 
caliber of the retinal arteries, as well as mild glaucomatous cupping of both discs. The 
patient had no other signs of digitoxin intoxication. Digitoxin was discontinued, and in a 
period of ten days her vision returned to the previous level of 20/25 in the right eye and 
20/100 in the left. The scotomata gradually diminished in size and disappeared completely 
three weeks after cessation of the drug. Digitoxin was restarted one month later in a dosage 
of 0.1 mg. daily, but there has been no recurrence of the visual symptoms. 


COMMENT 


Lown and Levine (7) believe that about 25 per cent of patients with digitoxin 
intoxication experience visual symptoms. Herrmann, Decherd and McKinley 
(8) in 1944 observed an increase in the incidence of digitalis intoxication, and 
Master (9) states that digitoxin poisoning has now become so frequent an ocecur- 
rence that it presents a real hazard. 

It has been shown that toxic manifestations following administration of the 
purified glycosides are generally the same as those due to the digitalis leaf. It 
is interesting to note that although ocular symptoms are usually associated with, 
or precede other signs of digitalis intoxication such as cardiac arrhythmias or 
nausea, they may occur alone. Sprague (10) believes that individual suscepti- 
bility and dosage are the real factors determining the toxic effect. Individual 
susceptibility varies so greatly that in some patients toxic symptoms develop 
after but a single small dose of the drug. Smith (11) feels that older persons, 
particularly those having arteriosclerosis, do not tolerate digitalis as well as 
younger patients and must therefore be more closely watched. Digitalis, like 
many other potent drugs, exhibits a narrow zone between therapeutic effective- 
ness and toxicity. | 

In most cases the results of ophthalmoscopic examination of patients with 
digitalis intoxication have been uniformly negative. There is, as yet, no satis- 
factory explanation for the visual phenomena, but most investigators believe 
they are due to a toxic action of digitalis on the central nervous system. 


SUMMARY 


Two case reports are presented of patients in whom retrobulbar optic neuritis 
developed following the administration of gitalin (digitalis glycoside) and of 
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digitoxin, respectively. In the first patient the ocular symptoms preceded the 
cardiac signs of intoxication, but in the second no other effects of digitoxin intox- 
ication were noted. In both instances the ocular findings were reversible. It js 
likely that central scotomata may be an early sign of intoxication with digitalis 
preparations. 
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CARE OF THE SKIN IN THE INCONTINENT AGED 


JOSEPH O. SMIGEL, M.D.* CHARLES M. MURPHY, M.D.,} KARL 
J. LOWE, M.D.f and JOHN H. GIBSON, R.N., R.P.T.t 


Pinehaven Sanitarium, Pinewald, N. J. 


Treatment of chronic diseases in the aged presents a complex problem which 
is far from solved. No matter where the particular organic lesion may 
be located, it is still the whole man who must be treated, even though especial 
attention is paid to the more acute disturbing condition. 

This concept of total care is much more specific than the generalized and 
frequently vague concept of psychosomatic interrelationships which for the 
moment dominates medical thought. The patient has the present physical handi- 
cap, regardless of what psychic trauma long ago may have been instrumental 
in starting it. The psychic trauma now is mostly irreversible, considering the 
time needed to bring psychiatric treatment to bear. All that we can hope for is 
that one or the other of the tranquillizers may bring temporary calmness, with- 
out too great a risk of detachment from reality. Meanwhile, medicinal and phys- 
ical measures must be instituted to bring about physical improvement. 

Thus, for the cardiac patient, the heart must be kept compensated, proper 
exercises outlined, a suitable measure of work ordered, dietary needs explored, 
and mental attitudes brought to a wholesome level. The hemiplegic must be 
trained to substitute his remaining faculties as replacements of those lost. In 
the meantime, partial abilities must be developed and extended. While all this 
training is taking place, treatment must be initiated to prevent recurrences, 
and to allay cerebral as well as physical disturbances. This approach to total 
care symbolizes a method and system that can be applied to every aspect of 
these chronic diseases. 

The diseases which lay elderly people low, so that they easily become bed- 
ridden, are the debilitating and neurologic disorders, such as multiple sclerosis, 
cardiac conditions, arteriosclerosis, malignant tumors, and fractures, especially 
those involving the hip joints. Then there are the post-prostatectomy and colos- 
tomy patients. 

A great number of the chronically ill who are cared for at home become bed- 
ridden largely because direction and control cannot be properly executed and 
intimately watched by the attending physician; and concomitantly because the 
family has neither the time nor the ability properly to carry through the orders 
given, even with such training as visiting nurses or home services can so worthily 
outline and demonstrate. One may expect, therefore, that many of these patients 
eventually will be institutionalized, and many of them are. 

Since it is the duty, function, and precept of institutions, hospitals and nursing 
homes to see that these people do not remain bedridden, their methods of manage- 
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ment are frequently successful in rather quickly getting these people out of bed, 
and back to some semblance of self-care and self-respect. 

Our experience has been that in nursing homes and hospitals where attention 
to details is a pre-requisite, and where patients are considered not only as pa- 
tients but as people who happen to be ill, this is readily accomplished in wel] 
over half of the admissions. However, this result is not easily come by. Persist- 
ence, cajolery, competition, flattery, and even studied apparent neglect, all 
enter sooner or later into bringing about a trend toward a return to some degree 
of societal association and value. 

Shame is a powerful factor in keeping a bedridden patient from leaving his 
bed. This shame is brought about in many cases, through the attitudes of those 
about him toward his incontinence; and his incontinence, in turn, persists be- 
cause of this attitude. 

The bedridden patient is often incontinent of urine or feces, or both. In a 
person who is long in one position, as bedridden patients are, this usually leads 
to the development of urinary or fecal ammonia contact dermatitis. There is an 
early erythema with macules and papules. The rash becomes secondarily in- 
fected, with the formation of pustules. Then circulatory and trophic changes 
occur in the tissue, with resultant pressure necrosis, and ultimate ulceration. 
These ulcerations are constantly infected by repeated contamination with urine 
or feces. Healing under these conditions of continuous irritation is extremely 
difficult, and sometimes well nigh impossible. 

Offensive urinary and fecal odors are ordinarily present wherever incontinent 

patients are cared for, and are obviously an additional psychological handicap 
to the patient, the family, and even to the nursing personnel. 
RA total care program for the rehabilitation of these patients is essential. This 
can be aided by lessening the odor, eliminating the cause of shame, and 
instituting efficient prophylactic therapy of the skin. The many systems used 
for skin care through the years attest to their deficiencies. 

Even though the aged are so subject to an underlying state of undernourish- 
ment and debility, we undertook to seek a solution to the local cutaneous prob- 
lems while attempting to overcome the basic systemic alterations. Our endeavors 
to ameliorate these destructive lesions of the skin led us, in 1951, to begin a study 
of the effect of Diaparene (methylbenzethonium) chloride (1). 

We were highly gratified to find that decubital ulcers, even when very deep, 
responded to combined treatment with Diaparene powder or rinse used on the 
sheets, and the ointment applied directly to the deeper lesions. In one form or 
another, Diaparene was in constant use thereafter for all our patients who suf- 
fered with rash, excoriation or ulceration due to incontinence. 

In 1955 there was seemingly some additional improvement with the use of 
the lotion. This called for a change in the method of application, and a further 
study was initiated. The results with the newer product were highly gratifying. 
Improvement was observed even in some cases in which the older procedure 
had not produced the desired results. Our purpose in this study was to determine 
the effectiveness of Diaparene in the forms of the powder, the lotion, and the 
peri-anal cream, for the care of the skin in the incontinent aged. 


> 
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MATERIAL, PATIENTS AND METHODS 


Diaparene powder contains corn starch and sodium bicarbonate as a base, 
and Diaparene chloride (methylbenzethonium chloride) as the active ingredient. 
The latter is an effective antibacterial agent, especially against the urea-splitting 
bacteria which cause ammonia dermatitis. Diaparene lotion is a water and oil 
emulsion, with an oxycholesterin base, containing methylbenzethonium chloride 
and magnesium citrate complex. It is antibacterial, soothing, and cleansing. The 
magnesium citrate complex assures physiologic skin respiration. This lotion lu- 
bricates the skin and prevents drying and cracking. The peri-anal cream is a 
water-repellent ointment containing methylbenzethonium chloride, antienzyme 
factor, and a cod liver oil base. It is designed to combat fecal dermatitis. 

The study was conducted at the Pinehaven Sanitarium. Fifty-two patients, 
ranging in age between 35 and 80 years (average, 70) were observed. All were 
bedridden and had urinary incontinence; 12 had fecal incontinence, as well. All 
had mild to severe ammonia dermatitis, involving the genitalia, thighs, lumbo- 
sacral areas, or even the legs; 13 had decubitus ulcers. 

The cases were divided into severe, moderate and mild. All were treated with 
Diaparene lotion. In addition, the moderate cases received either powder or 
cream, and the severe cases received all three forms of Diaparene. 

In a control series, the patients were treated with corn starch or talcum powder 
only. 

It is recognized that protein absorption by tissues is of great importance in the 
management of decubital lesions. Bedridden patients with a high-protein intake 
are less prone to the formation of these lesions (whether due to pressure or to 
urinary contamination) than are those with a low-protein intake. Our habit at 
Pinehaven is to give all aging patients a high-protein diet, and to supply supple- 
mentary protein to those with decubital conditions. In this study, since both the 
controls and the Diaparene patients were receiving the same high-protein and 
supplementary-protein diets, differences attributable to this factor did not enter 
into the evaluation of the results. 

Frequent change of position is another factor leading to favorable prognosis 
with regard to formation or cure of decubital ulcers. This factor also was equal- 
ized in the two series through regularly-timed change of position in all bedridden 
patients. 

Moreover, intensity of treatment and frequency of change will change the 
amount of ammoniacal breakdown and irritation. Orders were therefore given 
that all patients in the study, controls or otherwise, were to have changes of linen 
as soon as they were wet—thus equalizing this factor. 

Though we tried to disregard the accumulated impressions of our previous use 
of Diaparene, it must be realized that five years of observing its beneficial effects 
could not be completely overlooked. 

In the course of the present investigation, 52 patients were continuously 
studied and placed in either the test group or in the control group. The longest 
period anyone was in the test group was one hundred and fifty-three days, and 
the longest anyone was in the control group was one hundred and eighty-two 
days. The shortest period of treatment in either control or test group was sixty- 
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seven days. This length of time had been pre-determined as the shortest period, 
regardless of the degree of improvement—even when total cure had been ob- 
tained sooner. After the 67-day period, several control cases were chosen for 
further testing. If there was no marked clearing of irritated areas, the control 
treatment was discontinued and Diaparene therapy was started. 


RESULTS 


In 5 patients there was only mild involvement—an area of erythema, or at most 
a slight degree of vesiculation, but without erosion or superficial ulceration, 
Treatment at the beginning consisted of corn-starch dusting, and in only 2 of the 
5 cases was there amelioration and cure. 

There were 11 cases of moderate involvement—small ulcers or large excoriated 
areas, but no deep-seated lesions. The initial treatment was corn-starch dusting. 
In 3 cases there was no benefit at the end of sixty-seven days; therefore corn 
starch was discontinued and Diaparene was started. However, 1 patient was not 
allowed to complete the sixty-seven days in the control group because the lesion 
deteriorated, broke down further, and spread in area; the change to Diaparene 
was made after thirty-six days, and this treatment was continued until healing 
ensued. The case that was treated the longest with corn starch alone underwent 
slow but continued improvement, yet took one hundred and eighty-two days to 
clear up. Before there was complete healing, the average duration of corn-starch 
treatment in the moderately involved group was ninety-eight days. 

Nineteen moderately involved cases were treated with Diaparene. The short- 
est period of time in which a case of complete cure occurred with this therapy 
was thirty days, but in this instance, as in others, treatment was continued for 
the pre-determined 67-day period. The longest period of time required for cure 
was in a patient with cancer of the stomach and excoriation partly due to the 
malignant condition. Treatment lasted for one hundred and sixty-seven days, 
but excellent results were finally obtained. The average duration of Diaparene 
treatment in these moderately severe cases was considerably less than that of the 
initial control treatment. A large number of the control patients were transferred 
to the Diaparene regimen when, after sixty-seven days, there was only mild or no 
improvement. 

Seventeen severe cases were treated with a combination of Diaparene dusting 
powder, peri-anal cream, and lotion. Four of these were lost track of when they 
were transferred to mental institutions. The average duration of Diaparene 
treatment in these severe cases was ninety days. All were improved more than 
moderately, whereas the control cases treated with talcum or corn starch showed 
little or no improvement. These cases were severe, and included those in which 
all previous therapy, even the older Diaparene procedure, had failed. The ulcers 
were deep, sloughing, and usually progressively extending. 


CONCLUSIONS 


1. Diaparene powder, lotion and peri-anal cream are valuable adjuncts for the 
care of the skin in incontinent adults. 
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2. Eighty per cent of patients under the Diaparene regimen manifested im- 
provement of ammonia (urinary) dermatitis within ten days following the use 
of the powder and lotion. 

3. Among 13 cases of severe decubitus ulcers under continuous observation, 
8 were healed and 5 improved within two months following the use of the peri- 
anal cream. 

4. Psychologically, there was a definite beneficial effect in the majority of the 
patients. They were noticeably happier and more cheerful. Patients and personnel 
were helped by the freedom from disagreeable odor, and the marked improvement 
in the condition of the skin. 

5. Economically, the institute benefited because of the decreased nursing time 
needed, and the elimination of odors. Dispelling the odors opened to the conti- 
nent patients the sections of the Home which had been allotted to incontinent 
patients. The amount of deodorant necessary to combat the foul odors was 
greatly reduced, and the amount of bed linen required diminished steadily. 


COMMENT AND SUMMARY 


The many infirmities of elderly patients must be carefully and painstakingly 
evaluated, and treated. Among the most distressing are lesions of the skin. Care 
of the skin is important. This phase of treatment, as part of the total care, has 
been often neglected. Such routines as baths and the use of taleum powder have 
been ineffective in controlling ammonia dermatitis, fecal dermatitis and decu- 
bitus ulcers. With good medical and nursing care, the use of Diaparene powder, 
lotion, and peri-anal cream can provide considerable comfort for these patients, 
and relieve them of the depressing psychologic strain which the effects of incon- 
tinence produce. This aids in overcoming other deeper-seated infirmities, restores 
the will to live, and helps these patients to enjoy life. 
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TREATMENT OF BENIGN PROSTATIC HYPERTROPHY WITH 
ESTROGEN ADMINISTERED INTRAVENOUSLY 


ReEeporT OF SEVENTEEN CASES 


MILTON ENDE, M.D. AND PHILIP JACOBSON, M.D. 


Petersburg, Virginia 


Benign hypertrophy of the prostate is the most common cause of urethral 
obstruction. As this condition is one of the afflictions of later life, the possibility 
occurred to us, as it has to others, that this disease may be associated with the 
faltering endocrine processes which accompany the declining years. Our exten- 
sive and successful experience with the administration of intravenous estrogen 
in the treatment of conditions which seemed wholly unrelated to the deprivation 
of this hormone prompted us to ascertain if this form of therapy would also 
have an effect on benign prostatic hypertrophy. We do not know of a previous 
attempt to use estrogen intravenously for this purpose. 

Estrogen was first isolated in 1927 but it was not until 1952, after many syn- 
thetic and natural compounds had been developed, that a preparation suitable 
for intravenous therapy became available.'! There are differences in the action 
of synthetic and of natural estrogens, and still further variations depending upon 
whether they are given intramuscularly, transmucosally or orally (1). Intra- 
venous administration of conjugated estrogens has many advantages. Most im- 
portant is that a large quantity, providing intense but transient action, can be 
given without danger or disagreeable side-effects. Although we have given intra- 
venous conjugated estrogens to several hundred patients, principally for spon- 
taneous hemorrhage from various locations (2, 3), we have seldom observed even 
mild toxic symptoms such as headache or nausea. Occasionally as much as 100 
mg. has been given in one day without the precaution of gradually increasing the 
dose. 


CASE REPORTS 
Case No. 1 


A 72-year-old white man came to the office with complete obstruction of the urethra. The 
volume of urine removed from the bladder measured 500 cc. Rectal examination disclosed 
a symmetrically enlarged prostate. When told that an operation would be necessary, he 
refused it. He was subsequently seen every eight to twelve hours over a three-day period 
and catheterized on each occasion, but was unable to resume voiding. Then he was admitted 
to the hospital and a retention catheter was inserted for three days. When the catheter was 
removed, again he was unable to void and once more refused operation. In view of these 
circumstances, the decision to use intravenous estrogen was made. Catheterization was 
resumed when necessary and 20 mg. of intravenous estrogen given daily for four days, aug- 
mented by 1.25 mg. of conjugated estrogens three times a day orally. After forty-eight hours 
the patient began voiding and catheterization no longer was needed. He has been under our 
observation for one year and four months and has received a maintenance dose of 1.25 mg. 
of estrogen daily. There has been no recurrence of obstruction; in fact, the prostate has 
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diminished to almost normal size. He has no nocturia, residual catheterization now yields only 
15 ec. of urine and the patient appears to be enjoying excellent health. 


Case No. 2 


This 72-year-old white man presented himself with complete urinary retention. He had a 
long history of difficulty in voiding and frequent nocturia. Examination revealed in addi- 
tion to a distended bladder, a large smooth prostate, severe arteriosclerotic heart disease, 
emphysema and congestive heart failure. On catheterization, 500 cc. of urine was obtained. 
A 20-mg. dose of estrogen was administered daily intravenously for four days. At the same 
time, he was given 1.25 mg. orally three times a day. After forty-eight hours of catheteriza- 
tion, whenever it was necessary, the patient began voiding by himself. Although the stream 
was small and there was some straining, it improved rapidly, and at the end of the week he 
was voiding satisfactorily. Four months later acute urinary retention again developed. The 
same therapeutic procedure was repeated, except that the maintenance dosage was in- 
creased to 2.5 mg. of conjugated estrogens daily. At the end of three days he began voiding 
and has been able to do so for the past year and two months. The prostate has become 
smaller, nocturia has been reduced to once, and there was only 25 cc. of residual urine at 
the last catheterization. His general health has improved considerably. 


Case No. 3 


An 86-year-old colored man with arteriosclerotic heart disease and congestive failure was 
seen for acute urinary retention. Examination revealed a large, firm, smooth prostate 
and a distended bladder. The patient obviously was an extremely poor surgical risk, so 
catheterization was performed when necessary. He was given 20 mg. of estrogen intrave- 
nously daily and began voiding on the second day of therapy. He had been maintained on 
a dosage of 1.25 mg. of conjugated estrogens orally for a period of eight months, when he 
suddenly expired because of cerebral thrombosis. A few weeks prior to the death, the amount 
of residual urine was 60 ce. Nocturia had diminished from 4-6 times to only once. 


Case No. 4 


A 62-year-old white man with a severe anxiety neurosis complained of acute urinary re- 
tention. On examination, the prostate was enlarged, firm and smooth. The bladder was dis- 
tended, and 400 ec. of urine was obtained at the initial catheterization. The patient was terri- 
fied at the thought of operation. There were no other complications, but he was treated 
with intravenous estrogen because of his mental state. Treatment was started with 20 mg. 
of estrogen intravenously daily for four days and 1.25 mg. by mouth three times a day for 
the first week. This oral dosage was later reduced to 1.25 mg. once daily. After forty-eight 
hours of catheterization, the patient began voiding and has been able to do so for one year 
and two months. Nocturia, which occurred four to six times prior to therapy, has ceased 
entirely and his mental state is much better. The prostate is smaller, and at the last exami- 
nation only 15 cc. of residual urine was withdrawn. 


Case No. § 


This 82-year-old white man was admitted to the hospital because of a sudden attack of 
chills and fever. He had been in a state of congestive failure secondary to arteriosclerotic 
heart disease and was receiving digitalis and mercurial diuretics. Physical examination dis- 
closed a moderately distended bladder with prostatic enlargement. At this time the patient 
was able to empty his bladder partially; the urine was distinctly purulent. After a short 
period of antibiotic therapy, he was discharged from the hospital much improved. One week 
later acute urinary retention suddenly developed. He was given intravenous estrogen daily 
over a four-day period and a maintenance dosage of 1.25 mg. of conjugated estrogens orally 
per day. Catheterization was performed when necessary. He began voiding on the third day 
of treatment and has been able to do so for the past eight months. The prostate gland has 
become definitely smaller. Residual urine at the last examination was only 60 cc. 
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Case No. 6 


This 76-year-old white man complained of difficulty in voiding, with nocturia six to eight 
times. These symptoms had been present for about five months but, during the previous day 
he had noticed some blood in his urine. He was found to have gross heeetusia. The prostate 
was large, but no stony hard nodules could be palpated. He was sent to the hospital, a re- 
tention catheter was inserted, and 20 mg. of estrogen given intravenously daily. The bleed- 
ing stopped in a few hours. Intravenous therapy was continued for four days and a dosage 
of 1.25 mg. of conjugated estrogens was given by mouth daily after the catheter was removed. 
Rectal examination disclosed that the prostate had diminished in size and he was able to 
void freely. After ten months, the patient is still free of urinary symptoms, and has had 
nocturia only once. 


Eleven more patients were treated with the same favorable results. Except 
for minor variations, the details of their cases were almost alike. The common 
factors were acute and complete urinary retention and enlargement of the pros- 
tate. All were poor surgical risks because of recent myocardial infarction, con- 
gestive heart failure and general debilitation. No evidence of malignancy was 
observed and the prostate seemed to shrink sufficiently to permit voiding in 
from two to six days. Nearly all of these patients were treated in the office or 
the home. Catheterization was carried out only when the patient became un- 
comfortable. 


THERAPY OF PROSTATIC ENLARGEMENT 


It is evident that the first step in this program of therapy is relief of urinary 
retention along with treatment of any complications that are discovered. A 
dosage of 20 mg. of conjugated estrogen should be given intravenously daily for 
at least four days, in association with 1.25 mg. by mouth three times a day for 
a week and subsequently reduced to 1.25 mg. daily almost indefinitely thereafter. 
Whether the intravenous dosage of estrogen should be increased or supple- 
mented by other ‘hormones is a question to be solved in the future. Occasionally, 
we have noticed enlargement of the breasts after a long period of therapy, but 
this complication subsides if the estrogen is stopped for ten to fourteen days. 
Then therapy can be resumed. 


COMMENT 


We are aware that in association with hypertrophy of the prostate and bladder 
distention edema is sometimes a factor in urethral obstruction, and that this 
edema will subside with catheterization. However, the fact that in 16 of our 17 
cases no further difficulty has occurred after a year or more is evidence that per- 
manent changes must have taken place, and that estrogen administered intra- 
venously had an immediate and favorable effect. This clinical study would have 
been more complete had we made cystoscopic and biopsy examinations, but we 
cannot believe the beneficial results obtained were due wholly to circumstance 
or coincidence. On the other hand, we do not entertain the thought that this 
treatment will supersede operation for prostatic hypertrophy. 

Estrogen therapy has advantages which can be utilized even if operation is 
contemplated, although these advantages cannot always be demonstrated by 
laboratory methods. The opportunity to delay operation provides a period for 
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rehabilitation and strengthening of the cardiovascular system; and estrogen has 
been found to be of remarkable value for both purposes. Our experience with 
estrogen in the treatment of spontaneous and delayed hemorrhage indicates that 
it will reduce postoperative bleeding, one of the major perils of prostatectomy. 
Estrogen therapy, moreover, induces an elevation in mood and a feeling of fit- 
ness and vigor which we have been unable to achieve by any other means. These 
improvements do not reach their summit unless treatment has been continued 
for at least four weeks. This therapy does not interfere with, nor is it intended to 
supplant such other measures as are required to improve the general condition 
of the patient. 

Efforts have been made for many years to treat benign hypertrophy of the 
prostate with estrogen and testosterone (4-9). Some degree of success has been 
obtained with both hormones as well as with combinations of the two. We believe 
that intravenous administration of estrogen produces effects which are much 
more reliable, rapid and constant than those observed following administration 
by any other route. We have noexplanation for the action of estrogen in prostatic 
hypertrophy, unless it corrects the supposed hormonal imbalance which originally 
created the enlargement of the prostate. The connection between the pituitary 
and hypertrophy of the prostate has been the object of much speculation, and 
the relationship is still obscure. 

Testosterone therapy for prostatic hypertrophy has been under suspicion be- 
cause of the possibility of stimulating a latent neoplasm in the prostate. Hence, 
there has been some reluctance to use this hormone for continuous therapy. 
However, more recent work tends to dismiss the notion that either testosterone 
or estrogen can incite prostatic malignancy (10). Estrogen has been found to be 
useful in reducing neoplastic growths in the prostate and in allaying the dis- 
comforts of metastases. The palpating finger is still the best method for discover- 
ing carcinoma of the prostate, and the frequent examination of the gland in our 
cases would have promptly brought any malignant change to our attention, 
despite the fact that no biopsies were made. 


SUMMARY 


Seventeen patients with benign prostatic hypertrophy and complete urinary 
retention were relieved by daily injections of estrogen. The hormone was given 
intravenously for a period of from three days to one week, in association with 
conjugated estrogens orally. Most of the patients were able to void on the third 
or fourth day of therapy, and have retained this ability without further difficulty 
for over a year to date. ; 

The use of intravenous estrogen offers an initial therapeutic method which 
may bring temporary, if not permanent relief. It can provide valuable vascular 
support during and after operation and therefore should be included in the usual 
measures for preparing the patient. Estrogen appears to have a systemic action 
also, as the improvement in the psyche and in the cardiovascular system far 
surpasses that ordinarily expected from relief of urinary obstruction alone. No 
unfavorable or uncomfortable effects of the hormone have been observed. 


j 
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REHABILITATION OF THE AGED IN THE UNITED STATES* 


JOHN H. ALDES, M.D.t+ 
Department of Rehabilitation, Cedars of Lebanon Hospital, Los Angeles, California 


Rehabilitation of the aged follows the same pattern as rehabilitation of the 
physically handicapped or chronically ill patient. It utilizes the physiologic, so- 
cial, and psychologic forces in the presence of pathologic conditions. The results 
of medical rehabilitation depend upon both the knowledge and application of 
physiologic-pathologic principles, with the ultimate goal being the restoration 
of the elderly patient to maximum functional capacity (1). 

During the past fifty years, we have seen geriatrics gradually becoming a 
specialty in the field of medicine. The growing recognition of geriatrics is due to 
the fact that the aged person has become an increasingly important factor among 
the people of the United States. 


STATISTICS: 


The census of 1900 revealed that there were around 3 million people, or 4 per 
cent of the total United States population, aged 65 or over. In the next thirty 
years the number of the aged increased to 7 million, or 5.4 per cent of the popu- 
lation. Ten years later (in 1940) the figure was 9 million, or 6.8 per cent of the 
population. By 1950, the census showed that about 12 million people, or 8 per 
cent of all those in the United States, had passed their sixty-fifth birthday. Main- 
taining the same rate of increase, it is estimated that in 1960 there should be 
over 16 million such persons. These figures could be vastly augmented by any 
spectacular medical development that would further longevity (2). 

In a recent United Nations report on the aging population in different parts 
of the world, it was stated that there are 6 countries in Western and Central 
Europe in which about 10 per cent of the people are over 65 years of age. France 
leads the list with about 12 per cent, and Belgium, Great Britain, Ireland, Sweden 
and Germany follow in that order. The report also revealed that in the countries 
of Asia, Africa, and Latin America, aging of the population has not progressed 
to this extent; here the last census showed only about 3 per cent to be 65 or over. 
In these countries the problems of the aged are of comparatively minor impor- 
tance because the percentage of the population affected is so small (3). Geron- 
tology will continue to become increasingly important in the countries in which 
there are the greatest numbers of older people. The percentage of aged will in- 
crease further in association with medical progress in the control of the degenera- 
tive diseases of later life. 

We should not consider aged people only those 65 years of age or older, be- 
cause aging processes, influenced by chronic illness or disabilities, can start much 
before that time. There has always been controversy over when aging begins, 


* Presented at the German Therapy Meeting, Karlsruhe, Germany, September 3, 1956. 

TF.A.CS. Director, Department of Rehabilitation, Cedars of Lebanon Hospital. 
Member, President Eisenhower’s Committee for Employment of the Physically Handi- 
capped. 
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as many physiologic factors can alter senescence. Senility is old age, as contrasted 
with senescence, which is the process of growing old. 

To most people, the compulsory retirement age is 65, and even with the prog- 
ress of medicine, this social and economic factor has not changed. Many of those 
forced into retirement are capable, both physically and mentally, of carrying on 
their responsibilities to their families and their communities. No doubt, along 
with the advances in gerontology, compulsory retirement will be nullified and 
retirement will become arbitrary (4). 

Aging is a gradual change and is never abrupt. Increased interest in rehabilita- 
tion as applied to geriatrics is stimulated by the fact that longevity is increasing 
and we are becoming a nation of middle-aged and elderly persons. If this trend 
continues, it is estimated that more than 50 per cent of our population will be 
over 45 years of age by 1980. 


PHYSIOLOGIC AND PATHOLOGIC CHANGES WITH AGING 


Rapp (5), Carlson and Stieglitz (6) and Zeman (7) have emphasized certain 
basic physiologic changes which occur in aging tissues. These basic alterations 
must be carefully considered in the rehabilitation of the aged because they in- 
fluence the individual’s response to the over-all rehabilitation program. The 
most common physiologic changes in the aging person are: 

1. Gradual desiccation of tissues. 
2. Gradual retardation of cell division, capacity of cell growth and tissue 
repair. 
3. Gradual retardation of the rate of tissue oxidation. 
4. Cellular atrophy, degeneration, increased cell pigmentation and fatty in- 
filtration. 
5. Decreased speed, strength, and duration of skeletal neuromuscular re- 
actions. 
6. Decreased strength of the skeletal muscles. 
7. Progressive degeneration and atrophy of the central nervous system; im- 
paired vision, hearing, attention, memory, and mental endurance. 
The ailments most commonly found in aging people are: 
1. Arthritis—osteo, degenerative, and rheumatoid. 
2. Myositis, fibrositis, bursitis. 
2 3. Traumatic conditions—bruises, contusions, sprains, strains, dislocations, 
fractures. 
4. Cardiovascular disorders. 
; \ 5. Neurologic disorders—hemiplegia, neuritis, neuralgia, paralysis agitans, 
herpes zoster. 
6. Mental disorders. 
7. Special-sense disabilities. 
8. Gastro-intestinal disorders. 
9. Metabolic conditions. 
10. Genito-urinary disorders. 
11. Gynecologic conditions. 
. Dermatologic conditions. 
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Taking into consideration the seven basic physiologic changes which occur 
in the aging individual, if any of these common ailments is superimposed thereon, 
the result offers a challenge in the total rehabilitation of the aged. Thus the need 
for rehabilitation in the aged patient is far greater than in the younger individual 
with the same condition. 

REHABILITATION 
General 

Rehabilitation brings out the abilities and potentialities of aging persons— 
Total rehabilitation for the aging, in addition to the therapies of physical medi- 
cine, must include psychologic therapy, social service, and vocational counseling.~ 
In this program it is important that the rehabilitation team include the patient’s 
personal physician as well as specialists in medicine and surgery. By surveying 
the older person’s capacities, the rehabilitation team is then able to plan his 
total program, the goal of which is to provide him with the ability for significant 
living (8, 9). Good medical judgment is most essential, in order to capitalize 
on the potentialities of the older person who has been disabled due to one of the 
conditions previously mentioned, or a combination of degeneration and chronic 
illness. 

In the over-all program for the aged, overcoming of emotional disturbances — 
is important. The patient often protects himself to such an extent that the pre- 
cipitated anxiety symptoms are more crippling than the pathologic condition. 
Educating the geriatric patient as to what he can do and how he can live within 
his own physical capacity increases the success in total rehabilitation. 

We have found that in rehabilitating the aging or aged patient, his self-esteem 

Ks the area in which he has the most acute reaction toward his advancing years. 
Even though the patient recognizes the fact that his aging processes are becom- 
ing more predominant, he can retain or restore his self-esteem through contact 
with others in the same condition. Gertrude London (10), Executive Director 
of the William Hudson Community Center in New York City, has ably de- 
scribed self-esteem and its sources by stating that a person gains and establishes 
self-esteem from standards set forth in his early youth by his parents and envi- 
ronment, and these standards are augmented and adapted throughout his life. 
In practice, this means approval by his family, teachers, friends, job associates 
and community contacts, all of which give him a sense of belonging. When this 
feeling of belonging is interrupted by either disabilities of aging or by retirement, 
the individual begins to feel unwanted and unneeded. This loss of self-esteem 
accounts for much of the deterioration in the older person. 

Total rehabilitation with adequate counseling, as well as individual and group 

/ therapy, can restore the patient’s self-esteem by teaching him to live within the 
limits of his own capacities. Thus the fear of old age is minimized, and later 
years still hold a very real satisfaction. A few years ago the term ‘constructive 
medicine” was first applied to efforts toward increasing the health of the patient 
rather than treating his specific pathologic condition. Constructive medicine is 
wider in scope than prevention, because prevention can be directed against spe- 
cific diseases only. Constructive medicine is directed to the body as a whole 
rather than against a single operation (11). In rehabilitation of the aging and 
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aged, constructive medicine should be included as one of the important phases, 
The chronic progressive diseases prevalent in these people are not curable, in 
that complete recovery does not occur, but they can be relieved, controlled, or 
retarded—for example, degenerative arthritis. As a part of rehabilitation, con- 
structive medicine can help aging patients to continue their usefulness in later 
years. 

World War I brought orthopedic surgery to prominence, with physical therapy 
as an adjunct. World War II brought out the importance of rehabilitation. In 
the United States during the past few years, the total rehabilitation program has 
included the physical therapist, occupational therapist, corrective therapist, the 
vocational counselor, psychologist, the social service worker, the patient’s per- 
sonal physician, and the specialist in rehabilitation and orthopedic surgery. The 
Armed Forces and the Veterans’ Administration have done much to further re- 
habilitation as the third phase of medicine. Throughout the country numerous 
centers are being established. 


Program at Cedars of Lebanon Hospital 


The Rehabilitation Department at Cedars of Lebanon Hospital provides all 
phases of total rehabilitation, including psychologic and vocational counseling, 
medical social service, physical medicine, speech therapy and education. The 
various medical and surgical specialists on the hospital staff act as consultants, 
and are a part of the rehabilitation team. The Department provides services 
for all age groups as well as all disabilities. 

We have directed a great part of our program in the Rehabilitation Depart- 
ment at this Hospital toward the aging and aged, because of the promising results 
that have been obtained from applying physical medicine and rehabilitation 
principles to prevention, treatment, health maintenance, and rehabilitation of 
geriatric illnesses and disabilities. 

In 1952 a survey was made to determine the value of rehabilitation for the 
geriatric patient. A group of 50 men and 50 women who had no previous physical 
medicine or rehabilitation, was selected at random from the Free Clinic at Cedars 
of Lebanon Hospital. Their ages ranged from 55 to 78 years, with an average of 
66 years. The predominant pathologic conditions in this group were those com- 
monly seen in the aging: 

1. In 79 per cent there was degenerative arthritis affecting the major joints 
and spine. 

2. In 8 per cent there were miscellaneous orthopedic conditions such as myo- 
sitis, bursitis, residuals of fractures, amputations, or neuralgia. 

3. In 6 per cent there were residuals of vascular conditions, particularly of the 
lower extremities. 

4. In 4 per cent there were residuals of cerebrovascular accidents, e.g., hemi- 
plegia. 

5. In 3 per cent there were residuals of rheumatoid arthritis. 

Superimposed upon these pathologic conditions were the ailments common to 
geriatrics, such as gastro-intestinal, mental, locomotor, metabolic, and genito- 
urinary disorders. 
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Prior to the survey, each patient had been attending various medical and 
surgical clinics on an average of six times per month for approximately three 
years. None of the group had been gainfully employed during these three years, 
and the majority had been compulsorily retired due either to disability or 
age. 

Tache counseling was given each patient by the medical staff, psychologist, 
medical social service worker, and vocational counselor before the rehabilitation 
program was prescribed. The program of total rehabilitation for this group fol- 
lowed the same pattern as in other age groups, except that the extent of therapy 
was based upon age, physical tolerance, and mental capacity. 

Emphasis in the program for the aging was on motivation, functional therapy, 

Jv activities of daily living, and reconditioning procedures within physical tolerance. 
Medical and vocational guidance for selective placement in employment was 
given when indicated. As_shown in the flow chart (Fig. 1), patient evaluation 
conferences, counseling, education and recreation therapies, and pre-vocational 
activities were of great value. In addition to the supervised program in the Re- 
habilitation Department, instruction in a home program was given to the pa- 
tients and their families. 

Our rehabilitation goal in this survey was to enable the patient to live inde- 

J pendently within his own physical and mental capacities and, if possible, to 
gain partial or full employment. The results were as follows: 60 per cent of this 
group were rehabilitated at the end of three months; 25 per cent, at the end of 
five months; and 15 per cent at the end of seven months. Each member of the 
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group was re-checked at least once a month for eighteen months after the com- 
pletion of the program. At the end of the eighteen-month period, 80 per cent of 
this group were fully independent; 12 per cent required partial assistance; and 
8 per cent were dependent upon assistance from family or friends for their daily 
living activities. In the latter group were those with residuals of rheumatoid 
arthritis, cerebrovascular conditions, and hemiplegia. Twelve per cent of the 
entire group of 100 persons attained employment following the rehabilitation 
program. 

This survey proved that the aging and aged can be successfully rehabilitated 
so that they can live independently within their own physical and mental capaci- 
ties, and that many can become self-supporting through attaining partial or full 
-employment. Due to increasing longevity, the employment status of the older 
person is becoming a vital economic problem in the United States. It is so impor- 
tant that business firms, trade unions, public and private agencies, and institutes 
of industrial relations at numerous universities are deeply concerned with the 
development in this field. The employment problems of the older worker are 
directly related to the effective use of manpower and economic resources. 

Employment is an important medicine in total rehabilitation for those of the 
aging whose physical and mental status make them employable. Considering 
employment as an important medicine in total rehabilitation of the geriatric 
patient, we do not stress it as an economic factor, but purely as a therapeutic 
measure in a total program. Partial employment of the individual who is under 
medical supervision in the vocational phase helps to advance him to the final 
stage of rehabilitation, which is full employment within the limits of his own 
physical capacity. 
ployer. The tendency to set apart the aged person, even though he may have 
vocational abilities, has been his major handicap. It is most important that the 
aged who have been vocationally rehabilitated be treated as human beings who 
have physical, mental, emotional and economic needs. Acceptance and recogni- 
tion of this fact by the majority of people has led to the development of the 
concept of rehabilitation representing an integrated pattern of medical, social, 
educational and vocational services. This has been the most important advance 
in recent years in reducing the problems of the aging and the aged. 


Committees for Employment of the Physically Handicapped 


In 1947 the President of the United States appointed the Committee for Em- 
ployment of the Physically Handicapped. This committee is voluntary and is 
made up of a great number of employers, officials of large insurance companies 
and labor unions, doctors, lawyers, and public spirited citizens. The work is 
naturally educational—finding ways and means of convincing employers that 
it is good business to hire the handicapped. 

The next stage was to interest governors of all states and territories to form 
committees operating on a state level and cooperating with the President’s 
Committee. This has been accomplished in all the states and two of the three 
territories. Committees have been set up in a great many cities in this country, 
especially in industrial areas. In Los Angeles, California we have gone a step 
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further and set up seventeen community committees functioning under a coor- 
dinating council. The prime function of these committees is the education of 
individuals, as well as labor, to the fact that zt is good business to hire the handi- 
capped. 

Through the President’s and the Governor’s Committees, the public is being 
educated to the fact that the aging and the aged are employable, and make good 
workers. It is stressed to the employer that the individual should be hired be- 
cause of his abilities, and not out of sympathy for his age or disabilities. Many 
surveys have been made on the employment status of the physically handi- 
capped, and the results have shown that, once the handicapped are medically 
and vocationally rehabilitated, their efficiency is equal to or better than that 
of the non-handicapped fellow employee. Surveys are also being conducted 
which are proving that it is good business to hire the aged when they are totally 
rehabilitated. 

The National Association of Manufacturers made a study of the employers’ 
attitude toward performance, attendance record, safety record, and work atti- 
tude of the older employee as compared with the younger employee. This survey 
covered over 2,700 companies which employed a total of about 2.5 million peo- 
ple. Only 7 per cent of the employers felt that the older worker was lower in work 
performance than the younger person, whereas 70 per cent thought the work 
performances of the old and of the young employee were equal, and 23 per cent 
reported that the older worker was superior in all phases of work performance. 
This study also brought out the fact that the older employee surpassed the 
younger in attendance, safety record, and work attitude (12). 

The results of the survey made in the United States by the National Associa- 
tion of Manufacturers were approximately the same as the results of similar 
studies made in Great Britain, Belgium and France. In 1953, the Ministry of 
Labor and Social Security of France conducted a survey on the employment of 
the elderly person. This study covered 763 industrial firms, each having more 
than 50 workers. The survey revealed that in performance, quality of work, 
attendance and safety, the work of the person 60 years of age or over was equal, 
and often superior to that of the younger employee (13). 

At the present time a survey is being conducted by the United States Depart- 
ment of Labor Bureau of Employment Security on the employability or unem- 
ployability of the older person—in Los Angeles and in six other major labor 
market areas in the country. The survey in Los Angeles is being carried out by 
the California Department of Employment in conjunction with other public 
and private agencies. Although the statistics on the employed older workers as 
found in that survey are not yet available, preliminary statistics on the unem- 
ployed older workers in two areas have been revealed. In Worcester, Massachu- 
setts, 400 unemployed older workers were given special counseling and assistance 
for selective job placement. This counseling significantly increased the employ- 
ment of the group. A control group, given only normal assistance, was used for 
comparison in this study. From the survey it was found that, with special coun- 
seling, twice as many gained employment (14). 

In the Los Angeles area, a similar study was made on 600 unemployed persons 
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over 45 years of age. Of this group, 70 were over 65 years old, 177 were over 55 
years old, and 353 were between 45 and 54 years old. Forty-nine per cent of 
the entire group were put back to work within six weeks after the special coun- 
seling program (15). 


COMMENT 


As longevity increases, we must improve the economic and social status of the 
aging and aged. We cannot merely let the older person be forced into retirement, 
whether due to disability or to chronologic age. Old age should not carry a stigma, 
because older persons still have many work-productive years and can be useful 
to society. To help the aging, it is necessary to educate not only the particular 

/ individual to be able to live within his own physical and mental capacities, but 
also his family, industry, and the public at large to recognize the potentialities 
of these people. To reach this goal, rehabilitation is of prime importance, and 
the rehabilitation team should be comprised not only of the physicians, the 
counselors, and the therapists, but also the family, and representatives of in- 
dustry and labor. 

The rehabilitated aging and aged are no longer handicapped when they have 
been made independent within their own physical and mental capacity. 
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TRATTAMENTO CON RESERPINA DI ALCUNE TOSSICOMANIE (TREATMENT WITH 
RESERPINE OF TOXICOMANIA). 


Benassi, P., and Fava, D. Arch. psicol., neurol. e psichiat. 17: Suppl., 489, 1956; 
through Ciba Lit. Review 1: 325 (Nov.) 1956. 


Serpasil was administered intramuscularly to 41 patients, 35 of whom were suffering from 
alcoholism and 6 from morphinism. The amount of Serpasil injected daily was 2.5 to 10 mg. 
_ divided into fractional doses. The treatment lasted from two to twenty-five days. Rapid 
regression of symptoms was obtained in most patients. Serpasil enabled the physician sud- 
denly to interrupt the supply of alcohol, and sometimes that of morphine as well, without 
provoking any withdrawal symptoms of note. This rendered the patients far more amenable 
to psychotherapy since their anxiety states—usually a great hindrance to such measures— 
their restlessness, and their insomnia were eliminated, and their contact with the world 
about them was largely restored. Only patients suffering from severe malnutrition mani- 
fested any pronounced fall in blood pressure. In some of these cases, combined treatment 
with Ritalin (20 to 40 mg. daily) was given a trial. The increase in appetite brought about 
by Serpasil quickly led to improvement in the patients’ general condition. In a few instan- 
ces, Serpasil had to be withdrawn because of side-effects (hypotension, bradycardia, as- 
thenia), although it had proved therapeutically effective. 


TRAITEMENT DU COMA BARBITURIQUE (TREATMENT OF BARBITURATE COMA). 
Bour H. Rev. praticien 6: 717, 1956; through Ciba Lit. Review 1: 319 (Nov.) 
1956. 


In cases of barbiturate poisoning, it is essential to eliminate from the system as much of 
the poison as possible. As a rule, this can only be achieved if the patient receives medical 
treatment within six hours after ingesting the barbiturate. When the pharyngeal reflex is 
still functioning, or the coma is not too deep, gastric lavage is performed. Apomorphine 
should be avoided, as it may provoke shock. Gastric lavage is virtually useless when the 
coma has lasted more than twelve hours. It is important during treatment to combat tissue 
anoxia and to encourage micturition. The patient should be given by infusion an abundant 
quantity of liquid (isotonic glucose solution is the best) to which 25 to 50 cc. of Coramine 
or 1 mg. of nor-adrenaline has been added to improve vascular tone. At hourly intervals, 
25 ce. of Coramine should be injected. It is, moreover, advisable to administer cardiac 
stimulants and agents inhibiting capillary permeability, and to promote urinary excretion. 
The inhalation of damp oxygen is also advocated. The success of treatment depends upon 
prompt intervention and close supervision of the patient. 


MYOCARDIAL INFARCTION TREATED BY EARLY AMBULATION. 
Brummer, P.; Linko, E., and Kasanen, A. Am. Heart J. 52: 269 (Aug.) 1956. 


Two hundred and fifty-eight cases of myocardial infarction seen at the Medical Clinic of 
the University at Turku, Finland, between 1952 and 1954 are reviewed. Seventy-four of the 
patients were females whose mean age was 63 years. The mean age of the males was 54 years. 
According to the Schnur index of severity, the cases were distributed as follows: pathologic- 
index rate, 0 to 39—156 patients; 40 to 79—85 patients; 80-—17 patients. The low number of 
severe cases is accounted for by the exclusion from the study of 74 patients who died before 
ambulation was started. The electrocardiographic pattern was of the anterior, anterolateral 
or anteroseptal type in 154 patients, posterior or posterolateral type in 75, lateral in 5, 
septal in 10, and not determinable in 14 patients. Follow-up data could be obtained for 
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236, or 91.5 per cent, of the cases. No immediate hazard as regards the rate of mortality 
was found to be associated with ambulation after bed rest of only two weeks. Two patients 
who died had been in bed for a longer time. Mild symptoms of congestive heart failure de- 
veloped in 5 patients during early ambulation. There was only 1 instance of recidive myo- 
cardial infarction during ambulation in the hospital. However, the risk of recidive infarction 
during the month after dismissal from the hospital appeared to be increased. This might 
have been due to incautious and sudden increase in physical activity at home, or to the 
discontinuation of anticoagulant therapy when the patients left the hospital. The number 
of other complications was below normal. A cardiac aneurysm was found in only 1 patient 
at follow-up examination. A follow-up roentgenographic examination was made in only 48 
patients, but these were the ones in whom the presence of complications was suspected. 


ZUR BEHANDLUNG VON SCHLAFMITTELVERGIFTUNGEN (THE MANAGEMENT OF 
BARBITURATE POISONING). 

Biihler, F. Med. Klin. 61: 1514, 1956; through Ciba Lit. Review 1: 318 (Nov.) 

1956. 


It is pointed out again that analeptic drugs may prove lifesaving in barbiturate poi- 
soning. It is, however, essential to select the proper one and toapply it correctly. The amount 
of barbiturate ingested does not in itself determine the prognosis, which, apart from con- 
stitutional factors, depends primarily upon when treatment is initiated. Coramine plays 
an important role in the treatment of cases of barbiturate poisoning that are not too severe. 
Following gastric lavage, which should be omitted only when it would definitely be too 
late, Coramine is injected in doses of 5 to 20 cc. It is also essential to keep a close watch 
on the respiratory tract and to remove secretions. Antibiotics may be used prophylactically 
to ward off pulmonary infection. Measures must be taken to combat shock and to sustain 
the circulation. 


GLUTAMIC ACID IN HEPATIC COMA. 
Chaikin, N. W.; Konigsberg, M.S., and Schwimmer, M. Am. J. Gastroenterol. 
26: 258 (Sept.) 1956. 


Because of the role that glutamic acid plays in cerebral and hepatic metabolism as well as 
its action in removing an excess of ammonia, the effect was tried of large doses of this amino 
acid in patients with hepatic coma or impending coma. Six patients received 25 Gm. of 
sodium glutamate intravenously in 500 cc. of 5 per cent glucose solution. If the patient 
failed to regain consciousness within four to six hours, this dose was repeated. 
When consciousness was regained, glutamic acid (15 Gm. twice daily orally or by intra- 
gastric drip) replaced the intravenous glutamic acid and was continued until the patient’s 
mental status returned to normal. The diet was low in protein and high in carbohydrate. 
In all patients except 1 with viral hepatitis, the episodes of coma terminated, consciousness 
was regained, and the mental state cleared or improved sufficiently to permit nourishment 
by mouth and more intensive therapy for the underlying disease. Neither the underlying 
disease nor the results of liver function tests were affected by glutamic acid, but in 2 cases 
it lowered elevated blood levels of ammonia and pyruvic acid. Although the mechanism by 
which glutamic acid restores consciousness is not fully understood, its beneficial action may 
be due toits ability to combine with ammonia to form glutamine which can be metabolized 
without freeing ammonia, or to its ability to combine with pyruvic and oxalacetic acids 
thus preventing the formation of ammonia. Further evaluation of the use of glutami¢ 
acid in hepatic coma is warranted. 


| 
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THE SIGNIFICANCE OF GIANT NEGATIVE T-WAVES IN CORONARY ARTERY DISEASE. 
REPORT OF FIVE CASES. 

Garcia-Palmieri, M. R.; Marchand, E. J.; Diaz-Rivera, R. S.; Santiago-Steven- 
son, D., and Rodriguez, H. F. Am. Heart J. 52: 521 (Oct.) 1956. 


Case reports are presented for 5 patients whose electrocardiograms showed giant nega- 
tive T-waves and prolongation of the Q-T interval. Although few cases have been reported, 
T-wave inversion is probably not a rare occurrence, as it seems to be found not uncommonly 
when adequate precordial exploration is performed in myocardial infarction suspects. T- 
wave inversion is reversible, has a low mortality rate, and is not followed by serious im- 
pairment of function. Increased vagus tone is not necessary for its production. The T- 
wave pattern improves after the administration of oxygen, nitroglycerine, aminophylline, 
and papaverine. The reversibility of the electrocardiographic tracings in patients with sus- 
pected myocardial infarction, by means of coronary vasodilators, suggests that an ischemic 
process may play a part in producing giant negative T-waves. Experimental work and the 
clinical course in cases of suspected myocardial infarction indicate that the changes in all 
probability represent subepicardial ischemia. The 5 patients reported survived. The prog- 
nosis is governed by the presence of complicating factors and the severity of the underlying 
disease. 


UBER DIE VERTRAGLICHKEIT HOHER SERPASIL-DOSEN (THE TOXICITY OF HIGH 
DOSES OF RESERPINE). 

Geller, W., and Happes, C. Arztl. Wehnschr. 11: 413, 1956; through Ciba Lit. 
Review 1: 329 (Nov.) 1956. 


In the course of time, the authors commenced to administer, particularly to restless 
mental patients, much larger doses of Serpasil than had previously been customary. Thus, 
some patients received 30 mg. or more daily in ten doses given every two hours. A smaller 
total dosage frequently sufficed, if large single doses were given three to five times a day. 
Since an increased incidence of side-effects was to be expected with such large doses, the 
patients were closely supervised, a constant check being kept on pulse, temperature, blood 
pressure, blood count, erythrocyte sedimentation rate, food intake and bowel movements. 
The presence and quantity of urobilin, bilirubin, sodium chloride and glucuronic acid in 
the urine were noted. Particular attention was also paid to the liver, and for this reason 
the blood serum was investigated by a number of methods. Laboratory findings showed 
no deterioration during therapy with Serpasil. On the contrary, it was frequently possible 
to record improvements which were clearly associated with increasing tranquilization of 
the patients. In cases in which the findings had previously been normal, they remained 
unchanged, even after prolonged treatment. In other respects, the side-effects after large 
doses were similar to those which may occur after the administration of smaller doses. 


GITALIN THERAPY OF CONGESTIVE HEART FAILURE IN THE AGED. 
Harris, R., and Del Giacco, R. R. Am. Heart J. 52: 300 (Aug.) 1956. 


Obtaining the desired therapeutic effect with digitalis without the occurrence of toxicity 
is often difficult to achieve in elderly persons with heart disease whose myocardial reserve 
may be greatly diminished, or who may be refractory to the usual doses of digitalis. There- 
fore, gitalin, a water-soluble, amorphous mixture of glycosides from Digitalis purpurea, was 
selected for evaluation in 77 elderly patients with congestive heart failure. Their age, chronic 
cardiac condition, and especially poor myocardial reserve made this a rigid test for the 
preparation. Among the 44 men and 33 women, the age range was from 58 to 93 years. The 
longest duration of treatment was forty-eight months, the shortest two weeks, and the 
average 12.7 months. Sixty patients had previously not received digitalis, and 17 had been 


ity 
nts | 
de- 
yo- 
ion 
ght 
the 
ber 
ent 
48 
. 
OF 
v.) 
0i- 
unt 
on- 
ays | 
are. 
too 
teh 
ully 
ain 
rol. 
las 
ino 
. of 
ent 
ed. 
nt’s 
ate. 
ent 
‘ing 
by 
nay 
zed 
vids 
mic 


692 ABSTRACTS OF CURRENT LITERATURE Vol. V 


treated unsuccessfully with other digitalis preparations. The former (60 patients) were 
temporarily treated by bed rest and digitalization. Seven in this group who were critically 
ill were digitalized with 3 mg. of gitalin initially and 3 mg. every two hours for at least two 
additional doses; after twelve to forty-eight hours, they were maintained on doses of 0.5 to 
1.5 mg. orally. In 155 trials in the other 53 patients of this group, the initial dose ranged 
from 2.5 to 22.5 mg. and averaged 7.0 mg. orally; the maintenance dosage was 0.5 to 2.5 mg., 
and averaged 0.92 mg. Two patients among the 53 could not tolerate the drug in doses 
sufficient to control the heart failure, and 2 could not be maintained effectively and safely 
with the stated maintenance dosage. In 45 trials in the 17 patients refractory to other car- 
diac glycosides, daily doses ranging from 1.0 to 2.5 mg. of gitalin were used. Fifteen could 
be controlled without toxicity. Two could not be controlled without toxicity at any dosage 
level. Nausea, anorexia, and occasional ventricular premature contractions were the ear- 
liest indications of toxicity. No serious toxic effects occurred. No paroxysmal arrhythmias 
developed in this series, despite doses calculated to produce toxicity. Differences between 
the problems of treating young and older patients with congestive heart failure are dis- 
cussed. Gitalin is concluded to be useful for the treatment of congestive heart failure in 
elderly persons because of its wide therapeutic range and efficacy. 


FIBRIN AND PULMONARY ATHEROMA. 
Harvey, P. J. Path. & Bact. 72: 73 (July) 1956. 


Because some investigators have stated that atheromas may originate from changes in 
incompletely organized fibrinous thrombi, but animal experimentation has not supported 
this view, material from human beings was once again studied. The pulmonary arteries of 
100 patients at necropsy were examined by making frozen sections. Of these patients, 88 
were men and 12 were women. Sixty of them were 51 to 65 years of age and the eldest was 
78 years old. A greater incidence of atheromatous lesions was found in the 50 hypertensive 
cases than in those with normal blood pressure, and also a greater incidence in the larger 
than in the smaller branches of the pulmonary arteries. The development of atheromas was 
traced from the earliest stages to full development. The initial change usually appears to 
be lipid accumulation in the deeper intima, first as minute droplets and later in phagocytes. 
The intima thickens and the collagen framework supporting the histiocytes grows more 
coarse and prominent. When the lesion is more advanced, the histiocytes and collagen 
framework break down and cholesterol crystals appear. In advanced atheromatous plaques, 
lesions that are smaller and more superficial develop in the fibrous tissue around the older 
foci. Even with specific staining for fibrin, there was no evidence that fibrin deposition 
figured in the pathogenesis of pulmonary artery atheroma. Thrombi were seen in 3 in- 
stances among each group of cases (hypertensive and normotensive). There now as evi- 
dence to suggest that they took part in the development of the atheromas found. 


BENIGN TUMORS OF THE LIVER. III. SOLITARY CYSTS. 
Henson, 8S. W., Jr.; Gray, H. K., and Dockerty, M. B. Surg., Gynec. & Obst. 
103: 607 (Nov.) 1956. 


A study was made of the records of 38 patients who had simple unilocular cysts of the 
liver and who were seen at the Mayo Clinic between 1907 and 1953, inclusi' e. Eleven pa- 
tients were operated on because of clinical manifestations thought to be caused 
by the hepatic tumor. A twelfth patient had symptoms produced by the cyst but died be- 
fore surgical treatment could be instituted. Hepatic cysts were found in the remaining 26 
patients during the course of an operation for some other condition. Solitary cysts of the 
liver are relatively common but they seldom reach sufficient size to cause symptoms. When 
they do, the decision as to their management is usually made at the time that the operation 
is performed, because a preoperative diagnosis is rarely made. The clinical manifestations 
of solitary cysts of the liver are similar to those of other benign tumors of the liver. These 
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include pain, the presence of a mass, and symptoms produced by pressure on adjacent 
viscera. The pain may be of two types, namely a dull ache as the result of the size and 
weight of the tumor, or a sudden sharp pain with residual soreness that may last several 
days and is thought to be caused by rupture of a cyst or hemorrhage. Simple unilocular 
hepatic cysts may have any type of epithelium and may be filled with material that varies 
from a clear watery fluid to a thick viscid semigel. They are occasionally quite large and 
should be excised if this can be done safely, but partial excision and obliteration of the 
cavity by suture or packing seem to give satisfactory results. Complications of solitary 
cysts include perforation, spontaneous hemorrhage, infection, or torsion, if the cyst happens 
to be on a pedicle. (Author’s summary and conclusions.) 


THE “‘APERIODIC”’ BALLISTOCARDIOGRAM AS A FUNCTION OF AGE. 
Honig, C. R., and Tenney, 8. M. Am. Heart J. 52: 343 (Sept.) 1956. 


A modification of the Wittern ‘‘aperiodic’”’ ballistocardiograph, capable of quantitative 
registration of force in 2 degrees of freedom is described in detail. The records of 73 normal 
subjects ranging in age from 2 to 87 years comprise the material for this report. The wave 
form of the ‘‘aperiodic”’ ballistocardiogram varies with age and force direction, though the 
shape of the record for any single individual is a unique and highly reproducible character- 
istic. Progressive shift of the frontal plane vector toward the transverse axis of the body 
begins at approximately age 40 years. Bidirectional recordings are therefore essential in 
the age group of primary clinical interest. Respiratory variation cannot be explained on 
the basis of change in force direction. Though reversed respiratory variation is highly 
significant in subjects under 40, it may be entirely normal beyond age 50. The most impor- 
tant fact elucidated by this study is that reaction force remains constant throughout adult 
life. The hemodynamic alterations which account for the constant force output despite 
progressive decrease in stroke volume and contractility are discussed. Though the ‘‘aperi- 
odic”’ ballistocardiogram has proved to be a valuable clinical and investigative technique, 
the complexity of instrumentation and interpretation precludes its use as a “service’’ diag- 
nostic procedure in its present state of development. (From authors’ summary.) 


A CLINICAL STUDY OF THE EFFECT OF L-GLUTAVITE ON MENTAL FUNCTION AND 
BEHAVIOR OF ELDERLY, CHRONICALLY ILL PATIENTS. 
Katz, E. M., and Kowaliczko, Z. Internat. Rec. Med. 169: 596 (Sept.) 1956. 


Twenty-seven male patients in an institution for the aged received L-Glutavite in a 
therapeutic trial. In these chronically ill persons there was significant evidence of mental 
deterioration, depression, anxiety, insomnia, anorexia, weakness and fatigue. Their average 
was 72 years, with an age range from 52 to 86 years. The behavior of these patients was well 
known and their mental status had either remained static or showed a trend toward further 
deterioration. They had failed to respond favorably to all other therapy administered in 
an attempt to improve their. mental status. Each patient was evaluated mentally prior to 
the administration of L-Glutavite. One packet of L-Glutavite (containing 3.48 Gm. of 
monosodium L-glutamate, 45 mg. of niacin, 0.6 mg. of thiamin mononitrate, 0.8 mg. of 
riboflavin, 30 mg. of ascorbic acid, 11 mg. of ferrous sulfate, and 910 mg. of dicalcium phos- 
phate) was administered three times daily, with meals, for twelve weeks. A subjective 
method of evaluation, the validity of which is established in the discussion, was used. The 
response was judged excellent when the patient exhibited increased vigor and improvement 
in spirit and became cheerful, sociable, and eager to care for himself; good when the mental 
attitude, alertness, cooperation, sensorium, appetite, and physical activity increased or 
improved; and fair when there was a slight increase in cooperation and a decrease in apathy 
and depression. The numbers responding, respectively, were 3, 9, and 6 patients. Nine 
patients showed only miuimal or temporary benefit. No untoward side-actions were ob- 
served. The patients who failed to respond favorably were those in whom mental deterio- 
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ration was far advanced and who were severely disabled physically. The responses were ob- 
tained in those who exhibited only mental depression, apathy, fatigue, lack of cooperation, 
and minimal mental deterioration. In elderly patients with no greater decline in mental] 
function than indicated by these symptoms, L-Glutavite appears to offer a means of pro- 
viding an improved status. 


THE EARLY LESIONS OF ATHEROMA IN THE CORONARY ARTERIES. 
Levene, C. I. J. Path & Bact. 72: 79 (July) 1956. 


Coronary arteries from 98 hearts representing all age groups were examined histologically 
in an attempt to discover the earliest lesion of atheroma. The change with age in the histo- 
logic appearance of ‘‘normal’’ coronary arteries is described. In the 0-10 year age group a 
fibrous intima appears and almost without exception there is stretching, splitting, or fray- 
ing of the underlying internal elastic lamina. These features become more pronounced with 
age. After age 30, pathologic changes are noted in the vessels, that is, atheromatous plaques 
appear, particularly at the mouths of coronary artery branches. They appear as eccentric 
intimal fibrous thickening which grows even thicker with age and shows more severe under- 
lying elastic change than that under neighboring ‘‘normal’’ intima. With aging, fat, cho- 
lesterol clefts, necrotic debris, and calcification appear in the plaques. Intimal capillaries 
and increased vascularity of the underlying media appear, and the media may be thinned. 
The most striking finding was of focal lesions of the internal elastic lamina in the very 
young, characterized by localized splitting of the elastica with no overlying intimal thick- 
ening. These lesions were observed in premature infants and full-term infants, and in- 
creasing severity could be traced until in the older age groups they were indistinguishable 
from atheromatous plaques. The deposition and incorporation of fibrin encrustation from 
the blood was seen at the site of these changes. It is suggested that such lesions are the 
basis for the development of the classic atheromatous lesion, reasons being presented for 
this view. They are thought to represent underlying foci of medial weakness, but their 
immediate cause is unknown. 


MITOTIC RATE OF GINGIVAL EPITHELIUM IN TWO AGE GROUPS. 
Meyer, H.; Marwah, A. 8., and Weinmann, J. P. J. Invest. Dermat. 27: 237 
(Oct.) 1956. 


Age differences in the mitotic index of the epithelium of the attached gingiva were studied 
in 30 men aged 25 to 35 years and in 30 aged 50 to 78 years. The mitotic activity in the 
older group was found to be, on an average, 50 per cent higher than that of the younger 
group. Two traits other than age influenced mitotic activity: the presence of a granular 
layer markedly reduced it, and the presence of parakeratosis increased it slightly. The older 
group compared with the younger showed 1) a decrease in incidence of a granular layer, 2) 
a decrease in incidence of parakeratosis, and 3) a decrease in the association of a granular 
layer with parakeratosis. The significance of these changes is discussed. Cell density in- 
creased by a third during the thirty-four years between the average ages of the young and 
the old group. This change may be due in part to dehydration of the tissue and in part to 
the smaller size of the cells. These studies show that the gingival epithelium behaves like 
epidermal epithelium of man and mice. In the light of this finding; the concept of aging as 
slowing down of tissue maintenance processes may have to be revised in the case of epithelial 
tissue. 


PSYCHOSOMATIC ASPECTS OF ASTHMA IN ELDERLY PATIENTS. 
Rees, L. J. Psychosom. Res. 1: 212 (Aug.) 1956. 
A random sample of 50 asthmatic patients aged 60 years and over was investigated from 


the physical and psychologic aspects, together with a control group of 50 subjects assessed 
using the same standards and criteria. The commonly held view that asthma in elderly 
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patients is almost invariably infective in origin was not supported by the results of the 
investigation. Psychologic factors were found in 78 per cent, infective factors in 66 per cent, 
and allergic factors in 30 per cent. Patients with a late onset had a higher incidence of psy- 
chologic factors as the dominant cause than those with an onset before the age of 45. The 
onset of asthma was determined by psychologic factors in 36 per cent, and a combination 
of infective and psychologic factors in 4 per cent. The main cause at the onset was not in- 
variably the dominant cause during the course of the illness. In 62 per cent, more than one 
main causative factor was etiologically important, and in 12 per cent all three main factors 
were in operation. Infective, allergic, and psychologic factors occurred in varying sequen- 
ces and combinations. No specific personality type was found, but certain traits occurred 
in significantly higher incidence in asthmatics than in controls. These traits were such as 
to be conducive to the development of states of emotional tension. The family history of 
asthma and related disorders was significantly higher than in the control group. A demon- 
strable association between emotional changes and precipitation of asthma was found in 
78 per cent. A definite neurotic illness was found in 25 per cent. The relevance of neurosis 
and adjustment problems to asthma in elderly patients is discussed. Various life situa- 
tions which were stressful to the individual were found to be associated with the onset, 
precipitation, or aggravation of attacks of asthma. Of particular importance were 
death of, illness of, or accident to loved persons, family problems, and adjustment dif- 
ficulties to changes of senescence, particularly following retirement. Persons who were 
well adjusted to changes associated with old age were found to have emotional factors pre- 
cipitating asthma infrequently. Interesting relationships were observed between infective, 
allergic, and psychologic factors, suggesting additive effects. The investigation indicates 
that asthma in elderly persons is a disorder of multiple causation in which various causal 
agents operate in different combinations and sequences in different individuals. Psychologic 
and infective factors occupy a much more important role than allergy in this group. Per- 
son-environment interactions are of paramount importance in the understanding and treat- 
ment of asthma in elderly patients, and due regard must be paid to the special adjustment 
difficulties arising in later life. (From author’s summary.) 


CHLORPROMAZINE IN THE HOME TREATMENT OF THE AGITATED SENILE PATIENT. 
Settel, E. G. P. 14: 97 (Nov.) 1956. 


This is a follow-up study of 20 patients who had suffered from senile agitation and been 
treated successfully with chlorpromazine in a nursing home. The age range was from 61 
to 86 years. The patients had required hospitalization for four to fifteen weeks. The main- 
tenance dosage was 10 mg. two or three times daily for 9 patients and 25 mg. three or four 
times daily for 11 patients. Upon discharge, the family received instructions in the use of 
chlorpromazine and were alerted to recognize side-effects. A responsible family member 
received a card upon which to record the patient’s progress and returned the card to the 
nursing home after a ten-day period. A summarized report was provided for the family 
physician. Urinalysis, blood counts, and blood chemistry studies were performed as indi- 
cated, to rule out damage to the liver and kidneys and blood dyscrasia. At weekly visits, a 
psychiatric social worker recorded changes in the patient’s behavior. The specific results 
were as follows: good or better eating habits at home, better sleep pattern, less incon- 
tinence and moderate improvement in personal hygiene in 19 patients; measurable func- 
tional restoration in 7 (13 were too old or too debilitated for such improvement); and im- 
provement in personality traits with abolition of the various phases of agitation, return to 
previous forms of passive recreation, and advances in social relations in 12. In 2 patients, 
the dosage of chlorpromazine had to be increased temporarily to control signs of agitation 
that recurred. Jaundice in 1 patient, which subsided after the drug was withdrawn and did 
not recur when small doses were reinstituted, was the only side-effect noted. This study 
showed that chlorpromazine administered in maintenance dosages permits the once seri- 
ously disturbed senile patient to recover enough of his functional capacity to return to 
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society and to lead a fuller, more normal life. It also indicated that an increase in side- 
effects is unlikely with prolonged administration of chlorpromazine. 


DIFFUSE MYOCARDITIS AS A SYMPTOM OF INTOLERANCE TO DRUGS. 
Sura, V. V.; Sokolova, V. P., and Kaliteievsky, P. F. Soviet. med. No. 5, 45, 
1956; through Ciba Lit. Review 1: 309 (Nov.) 1956. 


Two cases of severe myocarditis recently occurred at the 27th Municipal Hospital in 
Moscow following treatment with small doses of antibiotics. One patient repeatedly had 
symptoms of collapse after receiving injections of penicillin. After 1,350,000 units had been 
administered, the drug had to be withdrawn because of signs of a diffuse, allergic myo- 
carditis accompanied by right ventricular insufficiency. The patient recovered and was 
discharged a few weeks later. A woman with bronchial pneumonia, who had received peni- 
cillin without effect, was given streptomycin in daily doses of 640 mg. After four days’ treat- 
ment, the patient lost consciousness and acute myocarditis developed along with severe 
circulatory insufficiency. Despite treatment, the patient’s symptoms increased. Her whole 
body became swollen, the edema being accompanied by ascites. Therapeutic measures were 
of no avail. The patient died a few days later. Necropsy confirmed the presence of allergic 
myocarditis of dystrophic type. 


UMBILICAL PTOSIS. FREQUENT PHYSICAL SIGN IN PORTAL CIRRHOSIS. 
Tanyol, H., and Menduke, H. Am. J. Digest. Dis. 1: 417 (Oct.) 1956. 


“Umbilical ptosis,”’ that is, lengthening of the distance between the xiphoid process and 
the umbilicus, appears to be a little recognized sign of portal cirrhosis. Its occurrence was 
evaluated statistically by comparing the incidence in male cirrhotic patients with that in 
a control group. The ratio between the distance from the umbilicus to the xiphoid process 
and that from the umbilicus to the symphysis was taken as the ‘“‘umbilical index.”’ Age had 
no effect on this index. The cirrhotic group had an age range from 39 to 79 years which was 
matched in the control group. Cirrhotie patients had a significantly higher umbilical index 
than non-cirrhotic men of similar age. The upper measurement was much greater than the 
lower in three-fourths of the cirrhotic males, whereas only 2 of 50 control patients had an 
upper measurement more than one and a half times that of the lower. In half of the former, 
the upper distance measured more than twice the lower. The impression was gained that 
umbilical ptosis precedes portal cirrhosis by many years. As early cirrhosis cannot be readily 
diagnosed, whereas umbilical ptosis can be easily determined, this sign may be of value in 
predicting potential cirrhosis. 


THE EFFECT OF A GANGLIONIC BLOCKING AGENT (HEXAMETHONIUM) ON RENAL 
FUNCTION AND ON EXCRETION OF WATER AND ELECTROLYTES IN HYPERTEN- 
SION AND IN CONGESTIVE HEART FAILURE. 

Ullman, T. D., and Menczel, J. Am. Heart J. 52: 106 (July) 1956. 


The rapid intravenous administration of hexamethonium to patients with congestive 
heart failure brought about changes in renal hemodynamics similar to those observed in 
hypertensive patients without failure. In both groups of patients, the glomerular filtration 
rate (GFR) and renal plasma flow (RPF) were usually depressed, the former to a greater 
degree than the latter. Both GFR and RPF tended to return to control values while the 
blood pressure was still reduced. In both groups of patients the excretion of water and salt 
was nearly always markedly decreased during the hypotensive phase after administration 
of the drug. Although there was usually a close correlation between the changes in GFR and 
the excretion of water and salt, there were some instances of persistently depressed urinary 
volume and salt excretion even after return of GFR to control values. Occasionally, in- 
creases in GFR were paralleled by increased excretion of sodium and chloride; nevertheless, 
there was a reduction in water excretion. The changes in renal hemodynamics alone are 
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insufficient to explain the observed changes in water and salt excretion in all instances. 
Therefore, it is concluded that the administration of hexamethonium caused an increase 
in active tubular reabsorption, probably by separate mechanisms for water and for salt. 
The retention of fluid by the kidneys, together with a shift of fluid into the vascular com- 
partment, brought about a dilution of the plasma with a decrease in hematocrit and hemo- 
globin concentration. Renal retention of fluid after hexamethonium may occasionally 
precipitate congestive failure. On the other hand, improvement in the clinical state of 
certain patients with congestive failure may be explained by the fall in venous pressure 
which follows the administration of the drug. (Authors’ summary.) 


STUDIES OF PERCEPTION IN SENILE DEMENTIA. CUE-SELECTION AS A FUNCTION 
OF INTELLIGENCE. 

Williams, M. Brit. J. M. Psychol. 29: 270 1956; through Digest Neurol. & Psy- 
chiat. 24: 452 (Oct.) 1956. 


In an effort to determine whether demented patients differ from other subjects of the 
same age in their response to perceptual material, and if so, under what conditions these 
differences appear, series of experiments were conducted with hospitalized, aged patients 
suffering from mental confusion. Well-oriented, alert control subjects were matched with 
the patients for age, sex, and length of hospitalization. In Experiment I, subjects were 
shown six sets of ink sketches, progressing through nine stages from an indefinable ink blot 
to the silhouette of a common animal, and asked to name the animal as soon as they began 
to recognize it. The demented patients tended to recognize the pictures at a much later 
stage than the rational ones. In Experiment II, the same pictures were shown to rational, 
alert patients aged 50 to 90, divided into age groups, to determine whether chronologic 
age affected response. Differences between the age groups were not significant. Confused 
and rational elderly subjects were concluded to differ in their ability to recognize poorly 
structured visual material, the mentally confused subjects needing more cues than their 
contemporaries before they could recognize the material. In Experiment III, three new sets 
of pictures were prepared, representing common objects. Before seeing each set, subjects 
were given an orientation—wrong with the first set, neutral with the second, and good with 
the third. Both controls and confused subjects were seriously influenced by the type of 
orientation aroused; however, the confused subjects did more poorly than the control sub- 
jects with each type. In Experiment IV, demented subjects were shown sets of pictures, 
pasted on boards, at the bottom of which were exhibited either two or four of the final 
pictures, including the one from the set presented. The subjects did much better when their 
choice was between two models than when it was between four, even allowing for the effects 
of chance. In Experiment V, subjects were required to complete or continue designs begun 
with black and white draughts; demented subjects had more trouble with complex designs. 
Abnormalities noted in the reaction of senile dementia patients to visual material can be 
reduced, at least in some settings, by the provision of additional cues, by preliminary orien- 
tation, and by simplification of settings. Under such circumstances, subjects who other- 
wise behave irrationally can react appropriately. Apparently, what the demented patient 
lacks is not so much the ability to behave in a fitting manner, as the ability to select from 
his environment the cues to tell him what is fitting. He cannot select from, or abstract from, 
available information. 


ERFAHRUNGSBERICHT UBER DIE PENTOTHAL-LANGNARKOSE (REPORT ON PRO- 
LONGED PENTOTHAL ANESTHESIA). 

Ziuner, M. Zentralbl. f. d. ges. Chir. u. Grenzgeb. 81: 414, 1956; through Ciba 
Lit. Review 1: 520 (Nov.) 1956. 


In recent years more than 3,000 operations of various types have been performed at Graz 
Regional Hospital under prolonged intravenous Pentothal anesthesia. This method proved 
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adequate even for major operations. It was found superior to other anesthetic technics be- 
cause it is relatively simple, can be quickly mastered, and does not require a large staff. 
Depending upon the duration and depth of anesthesia, the patient sleeps for half an hour 
to three hours after the operation. Following long procedures, in particular, several hours 
of undesirable sleep may ensue. Subcutaneous or intravenous injection of psychomotor 
amines on completion of the operation elicited no clear-cut response. The author observed 
the most potent and most sustained effect after intravenous administration of large doses 
of Coramine. This drug, however, is not indicated if chlorpromazine has been given as 
preliminary medication. Patients who have been anesthetized with Pentothal should not 
receive alkaloids until several hours after operation, as this may involve the risk of partial 
paralysis of the respiratory center and circulatory collapse. 


NEWS AND NOTICES 


CIBA COLLECTION OF MEDICAL ILLUSTRATIONS 


Publication of the third volume in the estimated nine-volume, twenty-year 
project to create for medicine the first definitive collection of authentic, full-color 
illustrations of every significant segment of the human body and diseases that 
affect it, has been announced by CIBA Pharmaceutical Products Inc. 

The artist of the entire series is the country’s leading medical illustrator, Dr. 
Frank H. Netter of Norwich, Long Island. The editor is Dr. Ernst Oppenheimer. 
It was the popularity of Dr. Netter’s full-color illustrations of normal and path- 
ologic anatomy as teaching and reviewing aids that prompted CIBA to commis- 
sion the publication of The CIBA Collection of Medical Illustrations. This 
unprecedented step was taken as a service to the medical profession without fi- 
nancial profit to the company. 

The undertaking is so comprehensive and so vast that Dr. Netter will be 
devoting virtually the best of his productive years to completing it. Nine volumes, 
including several multiple issues, such as the present section, have been planned. 
However, such painstaking detail, thorough research and wide collaboration 
are involved that it will take many years before the project will be completed. 
Two volumes have already been issued: ““Nervous System” and “Reproductive 
System.” 

Volume 3 is being developed in three parts. “Liver, Biliary Tract and Pan- 
creas,” just published, is actually Part III of this third volume. The decision to 
publish this section before Parts I and II was based on a survey which showed 
that the subject covered in Part III was second only to the nervous system in 
interest to the medical profession. The topics included in Part III are: normal 
anatomy of the liver, biliary tract and pancreas, signs and symptoms of disease, 
diagnostic tests, congenital anomalies, host/parasite relationships and blood 
supply to tissues. Part I will deal with the upper digestive tract; Part II with the 
lower digestive tract. 

Contributors and consultants to Part Ill were: Drs. Oscar Bodansky, Chief 
of the Department of Biochemistry at Memorial Hospital; Eugene Cliffton, As- 
sociate Professor Clinical Surgery, Cornell University Medical College; Donald 
D. Kozoll, Associate Attending Surgeon, Cook County Hospital; Hans Popper, 
Director, Department of Pathology, Mt. Sinai Hospital, formerly Director of 
the Hektoen Institute for Medical Research, Chicago; and Victor M. Sborov, 
Assistant Clinical Professor of Medicine, University of California Medical School. 

Part III incorporates a new feature designed to enhance the book’s value as a 
versatile, multi-purpose aid to clinicians, teachers, researchers and students. This 
feature consists of literature references for the convenience of those wishing to 
follow up any topics discussed in the text. The 165 pages include 133 full-color 
plates by Dr. Netter. 
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NEWS AND NOTICES Vol. V 


THE AMERICAN SOCIETY FOR THE STUDY OF 


ARTERIOSCLEROSIS 


The Eleventh Annual Meeting of the Society will be held on Saturday, Sun- 
day, Monday, November 2, 3, 4, 1957 in the Grand Ballroom of the 
Hotel Knickerbocker, Chicago, Illinois. 


Saturday 1:00-2:00 p.m. 
Nov. 2 2:00-5:00 p.m. 
6:00—10:00 p.m. 
Sunday 8:00-9:00 a.m. 
Nov. 3 9:00—noon 
noon-—2:00 P.M. 


2:00-2:30 p.m. 
2:30-3:00 p.m. 


3:00-5:00 P.M. 
7:30-8:00 P.M. 
8:00—10:00 p.m. 
10:00—? 
Monday 8:30-9:00 a.m. 
Nov. 4 9:00—noon 
2:00-4:30 P.M. 


PROGRAM 


Registration 

First session—12 papers 

Board Meeting 

Registration 

Second session—12 papers 

Luncheon: Dr.. Wm. Boyd, Toronto: First Annual 
G. Lyman Duff Lecture. 

Annual Business Meeting 

Presidential’ Address: Dr. C. F. Wilkinson, Jr., 
New York. 

Third session—8 papers 

Registration 

Fourth session—8 papers 

Smoker 

Registration 

Fifth session—12 papers 

Sixth session—10 papers 


Hotel reservations should be made promptly, indicating the ASSA meeting. 


O. J. Potitax, M.D. 
Secretary, 

P.O. Box 228, 
Dover, Delaware 


